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Introduction
The following Portfolio represents an agreed selection of work carried out during the 
three year course. Psych D in Counselling Psychology. The work I have included 
covers a broad range of topics that have included ‘forensic’ psychology, issues, 
therapeutic practice and research interests within reproductive loss and addictive 
behaviours. These have subsequently been divided into three representative 
chapters: academic, therapeutic practice and research. It is hoped that the work 
selected for these chapters reflects the fundamental issues in counselling 
psychology, it’s development as a specialist discipline and it’s contributions to 
psychology and practice.
l
Academic
Chapter
Academic Chapter
The following is a selection of essays taken from the three years on the PsychD in 
Counselling Psychology. The essays cover a broad range of areas that include 
psychodynamic theory, forensic psychology and issues within counselling 
psychology. It is important to note, that in order to protect the anonymity of 
clients, all names and identifiers have been removed from this portfolio.
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Chapter : Academic
Course : Advanced Theory And Therapy
Year : I
Title
Describe how the term countertransference has been defined. Using clinical illustrations, 
explain the Importance o f countertransference In understanding what is going on in the 
session.
Prior to understanding and defining countertransference, it is im portant to 
understand the concept of transference. Taken from Latin and Greek transference 
means to 'carry over* (Clarkson. 1991). In fact, that which is being brought across 
into the present is the individuals past experience, perceptions, emotions and 
behaviours. This in turn becomes ‘transferred* onto other individuals with whom we 
interact. Thus countertransference is seen as the therapist’s transference onto the 
patient. The consequence of this can both facilitate or hinder the therapeutic 
process. In 1910 Freud viewed countertransference as part of the therapist’s own 
pathology, unwanted interference within therapy and something that should be 
deeply analysed by the therapist. By 1912 shifts occurred in Freud’s thought, 
although still not totally accepting of countertransference he did recognise that the 
therapist, “... must turn his own unconscious like a receptive organ towards the 
transmitting unconscious o f the p a t i e n t Thus he believed that the therapist’s 
unconscious should be able to reconstruct the unconscious of his patient. Since 
Freud the theories surrounding countertransference have dramatically evolved. 
Initially rejected by authors such as Reich (1951), it came to be accepted as a 
psychotherapeutic tool (Heimann, 1950, Little 1951). Through this discussion the 
many distinct definitions of countertransference and it’s varying categories will be 
defined. In addition clinical examples will demonstrate the ways in which 
countertransference can help the therapist obtain an understanding of the session 
and the processes at work within it.
Winicott (1975) identified three forms of countertransference. “Abnormal” 
countertransference as defined by Winicott (1975) is when the therapist’s unresolved 
conflicts from the past are allowed to impose upon the present client. This form of 
transference is most likely to be detrimental to therapy, presenting pitfalls to the 
therapist, and is referred to by Clarkson (1991) as ‘reactive transference’. The second 
specified by Winicott which he otherwise described as normal countertransference, is 
the therapist’s own personality and individual style of working. He believed that this 
was facultative to the therapeutic relationship.
Winicott recognised a  th ird  category which he identified as ‘objective 
countertransference’. Under such circumstances it is the client that evokes the 
reaction within the therapist through the clients own behaviour or personality. Also 
termed ‘proactive transference’ (Clarkson 1991) this was deemed by Winicott as a  
valuable internal cue tha t could provide insight into what was happening for the 
client. This is provided that the therapist is responding accurately to the projected 
counter identification transferred by the client onto the therapist. Novellino (1984) 
argued that it was of vital importance that the therapist recognise and be able to 
separate their issues from th a t of the  client, th u s  distinguishing the  
countertransference at work and handling it appropriately. If the therapist’s adult is 
fully functioning and able to avoid falling into the clients, “... script dram as”
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(Clarkson 1991), the countertransference can be put to productive use as obtaining 
greater insight as to what is happening for the client within the session.
When the therapist responds to the client by complementing the clients real or 
fantasised projections, this is termed as complementary reactive countertransference. 
This is when the therapist becomes the real or fantasised parent or child to the 
client's parent (Clarkson 1991). Hence the therapist may within the session begin to 
experience the client’s projection. Should the client have had a  dominant and 
punitive mother, the therapist may feel the need to control or be critical of the client. 
Therefore it is of vital importance that these feelings are monitored so as not to allow 
them to impinge upon the client, by drawing the therapist into the client's script.
When concordant reactive countertransference (Clarkson 1991) comes into play the 
therapist may find they are experiencing the client’s avoided experiences. For 
example during the session the therapist may feel angry, helpless and frustrated as a 
client who has been a  victim of a violent marriage portrays her story. What is 
happening within the session is that projective counter identification is taking place 
(Gringburg, 19979). The client’s unconscious has rejected any unacceptable content 
and projected it into the therapist’s unconscious state where it has been 
reconstructed. Thus leading the therapist to experience a  realm of emotions that are 
not part of his or her own past experience. As Racher argued, the therapist under 
these circumstances has identified with the client’s Superego or their splitting 
process. For Racher it was a  guide to knowing which part of the client’s behaviours 
and communications to respond to at any given moment, while for theorists such as 
Heimann and Winicott it was a tool th a t allowed access into the clients 
unconscious state. It may even be said that countertransference under these terms 
allows the therapist to access the client’s denial and repressions (defences).
Countertransference can therefore be both destructive and facultative, in terms of 
destruction the snare within countertransference is that it acts subliminal^ within 
the unconscious, which may lead the therapist to act outside his or her awareness. 
If within the therapeutic relationship the client has had a  neglecting father the 
therapist may start responding to the client’s projections in an  unhealthy way by 
cancelling appointments without adequate notice. Thus letting down the client and 
allowing the client to reexperience the past disappointment from their father. Again 
this is a  form of countertransference that m ust be kept in check both inside and 
outside of the session.
Countertransference in the past has been regarded as futile and an unwanted 
nuisance to therapy. Although some therapists may demand that they remain blank 
mirrors within which the client reflects, individuals such as Winicott (1975), 
Sullivan (1953) and Reichman (1930) have accepted ‘humanised’ therapy. It is all 
very well that countertransference be monitored, yet therapy does not have to be 
barren and lacking in emotional response. As Clarkson (1991) pointed out, it is 
quite normal to feel affection for a  lovable client or appreciation of a  client that is
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creative. To deny them this genuine response is to deny them the opportunity to 
learn healthy forms of relating and encourage the client’s creativity (Clarkson. 1991). 
This is far from a  counteractive process to the progression of therapy and helps the 
client gain a greater sense of understanding from the therapeutic session.
Countertransference may also be proactive and is more likely to indicate the 
therapist’s agenda rather than the client’s. It is almost inevitable that the therapist 
will carry some of his or her own conflicts, expectations and transferences into the 
therapeutic session. Once again this can became a negative force within therapy, 
and is otherwise referred to as complementary proactive countertransference 
(Clarkson, 1991). An example of this process at work is when the therapist takes on 
the persona of their real or fantasied parent depending on their past experience. If 
the therapist had a  withholding parent it is likely that they will respond coldly and 
passively to the client. This process is similar to concordant countertransference 
where the therapist may have had a  similar experience to the client, assuming that 
the client feels in the same way towards their experieiice. If the therapist identities 
as such with the client it will hinder the therapeutic process. Rather than  
identifying the needs of the client, it is the therapist’s needs that are interfering.
Just as transference takes place with the client, projected counter identification can 
occur from the therapist onto the client, thus enacting their own past experience 
within the therapy session. English ( 1969) described this as the ‘hot potato' within 
the countertransference relationship, in fact it’s implications are explosive. The 
argument lies within the importance of the parent child relationship, which may not 
be dissimilar to the therapist /  client dyad. So as soon as expectations are fulfilled 
the reactivity commences. The young therapist may see her rejecting father within 
the session, and thus when the client fulfils this expectation, the young therapist 
may reject the client. Clarkson’s (1991) depiction of this, is the transference of the 
therapist’s own suicidal tendencies onto the client. If the client needs a  ‘parent’ for 
whom sacrifice is necessary, the client may commit suicide. This example and the 
previous points discussed can only emphasise the importance of understanding 
countertransference and the influence it bears on the process of therapy as well as 
it’s outcome.
It is impossible to escape proactive countertransference or deny the client’s ability to 
detect it and perceive it correctly, without the transference being connected to the 
client’s past experience. Yet this too as already witnessed bares complications. 
Casement (1985) and Lang (1985) discussed the ways in which the therapist and 
client may collude, so that the client provides the therapist with support, feedback 
and may even attempt to ‘heal’ the therapist. In terms of countertransference and 
understanding the process within the clinical setting, the client may need’ to heal 
the therapist or try to be the good child that tries hard and yet never makes any 
progress (Searles, 1975). Therefore a  client may start to respond to material brought 
into the session from the therapist’s own past. Hence the client begins to 
complement the therapist’s projection. If the therapist is looking unwell, fatigued or
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miserable and the client comments, this is not the client's transference but an 
accurate observation. Yet this may also provide the chent with the invitation to 
take care of the therapist. In this case the therapist may require extra supervision, 
but it also represents the sensitive dynamics that exist between therapist and client, 
as well as the power the therapist has within the therapeutic relationship.
The issue of power within the countertransference is of importance in understanding 
what is going on within the session. The power can remain in the client’s hands or 
even be abused by the therapist. As Little (1957) pointed out on the issue of 
countertransference and a  therapist’s work with severely disturbed patients. Such 
individuals as stated by Little will use the power of the countertransference to test 
the therapist’s ego strength. The paradox is that should the therapist not withstand 
and manage the countertransference they are likely to ‘shatter’ the client.
It does appear th a t the therapist has to be the strength th a t withstands the 
countertransference and understands it. However one must note that the therapist 
may represent the blank mirror, however the client may also with great clarity reflect 
the therapist, without the therapist even being aware (Little 1957).
Miller (1985) reviewed clients who had more than one therapist and often stated that 
they were unable to speak openly about certain issues to there previous therapists. 
This may have been due to concordant patient countertransference (Clarkson 1991) 
where the client Identifies with the therapist’s 'denied child’ or empathises with the 
therapist’s past experience. Henceforth if the therapist has experienced a  painful 
divorce where they were rejected by their partner the client who is also experiencing 
the divorce as the rejecting partner may avoid the area out of fear of upsetting the 
therapist. Or alternatively, the therapeutic process may falter as the client and 
therapist enter into a  conspiracy of silence where the traum a is left avoided and 
unexplored.
Early psychoanalysts were not wrong in claiming that the countertransference was 
part of the therapist’s own pathology, in many respects it has already been proved as 
such. It is when the transference occurs from the therapist’s agenda th a t the 
consequences are most likely to dismantle and destroy therapy , and become an 
unwanted source of communication. In destructive patient countertransference 
(Clarkson, 1991), harmful acting out patterns may take place between the client and 
the therapist, based on the pathology stemming from the therapist. Clarkson’s 
quoted example is of the client ‘acting mad for the therapist’, when in reality it is the 
therapist who is avoiding his own madness and projecting it into his client.
We have seen the ways in which countertransference manifests itself within the 
psychotherapeutic session and how it can reveal what is happening within the 
encounter between client and therapist. The question that remains is the way in 
which the countertransference is used by the therapist to further understanding 
within the clinical session. Racker who saw it as a  case of ‘countertransference
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neurosis’ on the therapist’s behalf treated the issue with much caution, stating that 
the therapist m ust thoroughly understand it before putting it to use if a t all. This 
was only to be done if it was to further analysis.
Anne Reicher (1951) dogmaticfy claimed that countertransference was a  redundant 
concept within psychoanalysis, which did not further the understanding of the 
client or the therapeutic process. In fact her argument maintained that the therapist 
picking up a  client’s anxiety is nothing more than empathy. To Reicher arguments 
put forward by Winicott, Little, Searles and Heimann are nothing more than turning, 
”... fault into virtue”, ignoring the deeper processes a t work within the 
countertransference. Rather than acting as a  tool to further understanding of the 
therapeutic session she argues that it’s main purpose is to obstruct analysis of 
defences and ego pathology and attempts to correct it.
Riech is resistant to other interpretations and lacks empirical evidence for support 
(Epstein & Feiner). As Epstein wrote, w She rejects intense countertransference as 
ipso facto  pathological.”. Reich does not adhere to arguments presented by Little 
(1957), tha t communicating the countertransference can lead to breakthroughs 
especially with schizophrenic and borderline patients.
This latter point brings us back to the importance o f ‘humanising’ the therapist 
through the countertransference. Orthodox principals within psychoanalysis would 
have us adhere to the blank mirror concept. Sullivan (1953), Fromm - Reichman 
(1930), and Little having worked with more disturbed individuals understood the 
importance of the countertransference and the ability to act freely, spontaneously 
and in tune with one’s instincts. As Little pointed out, it is vital such individuals 
see the therapist as a  human who can stand the tension and projected content, as 
well as demonstrate that there may be content that cannot be carried. Although 
self disclosure of the countertransference with less disturbed clients may be both 
rewarding for the client and therapist, Clarkson (1994) pointed out that, “Such self 
disclosure needs o f course, to be done with extreme care and in It's worst, abusiveform, 
has been an excuse for unauthenUc acting out o f the psychotherapist's own need fo r  
display, hostility or seductiveness..”
Therefore as Epstein and Feiner pointed out, countertransference can be placed 
within three categories. First there is totalistic conception which consists of all the 
therapists feelings and attitudes towards the client. Classical conception is when the 
countertransference is an unconscious, “resistive reaction" of the therapist to the 
client’s  transference. This has been known, state Epstein & Feiner to have both 
non neurotic and neurotic elements. Finally there is the complement /  counterpart 
countertransference which forms part of the natural and responsive role of the 
therapist to the client’s transference. The role of countertransference and it’s  many 
manifestations have been outlined. One hopes that through the course of this 
discussion the significance of countertransference within the therapeutic process 
has been made. This includes the impact on both the therapeutic relationship and
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possibly Influence the subsequent outcome of therapy.
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Chapter : Academic
Course : Forensic Option
Year : HI
Title
Discuss the Impact of sexual abuse on the victims of child sex offenders, and outline a 
series o f approaches and techniques (within psychological therapy) that may be applied 
In assisting survivors of child sexual abuse.
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Empirical evidence has demonstrated that a number of variables will influence the 
impact on the individual in terms of the severity of impact / trauma and the various 
affects experienced by ‘survivors’ of sexual abuse (Sanderson. 1995). Some of the 
variables investigated have included the age of onset, relation to the offender, the use 
of force and aggression, disclosure, adolescent and adult perpetrators, parental 
reaction and the type of sexual act carried out. Unfortunately the scope of this 
paper does not allow a full exploration of all these variables in relation to the impact 
of child sexual abuse on victims. Once a  selection of these variables have been 
discussed in terms of impact, a review of some of the approaches and strategies 
within psychological therapy will be considered as part of dealing with the aftermath 
of sexual abuse. For the purpose of this discussion the focus of the literature 
reviewed will be based on female survivors of child sexual abuse.
Findings within this area have demonstrated that the victim’s relationship to the 
offender is not a constant predictor in terms of traum a severity. As Browne & 
Finkelhor (1985) point out , one may initially predict that abuse carried out by a 
close family member would be experienced as far more traumatic than having been 
abused by an individual outside of the family system. A number of studies have been 
able to establish such a  link, whereby more traum a was associated with victims 
abused by a close family member (Landis, 1956; Anderson et a l , 1981; and Freidrich 
et al, 1987). However there are also a series of studies that were unable to 
demonstrate any significant trend (Finkelhor, 1979, Tufts, 1984, Sneider & Calhoun, 
1984).
Authors such as Browne & Finkelhor (1985) and Sanderson (1995) point out that 
this discrepancy in findings m ust be viewed within a wider context. The issue 
underlying these findings may be linked to the sense of betrayal experienced by the 
victim. These authors state that a victim is likely to experience as much traum a if 
the offender is a trusted figure such as a  close friend of the family’s than had the 
abuse been carried out by a  distant relative. In contrast sexual abuse by a stranger 
is more likely to elicit a  fear response rather than a  sense of betrayal in the victim 
(Browne & Finkelhor, 1985).
Consistent findings have been reported when the perpetrator of the abuse was found 
to be the victims father or represented a ‘father figure’, when compared to other 
abusers (Browne & Finkelhor 1985; Finkelhor, 1979, and Ramsey, 1986). However 
Tufts (1984) reported that children abused by their step fathers indicated more 
distress, than those abused by their natural fathers. Once again when interrupting 
such findings as part of a formulation one must also take into account predisposing 
factors influencing levels of distress, than those abused by their natural fathers. 
Once again when interpreting such findings as part of a formulation one must also
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take into account predisposing factors influencing levels of distress in the children 
belonging to the step father group. These may include pre - abuse stressors such as 
their parents having divorced and the experience of single parenting.
The general trend within the literature suggests that there is a link between the 
severity of trauma the victim experiences and the nature of the sexual act carried out 
by the perpetrator. The Tufts (1984) study for example indicated that children that 
had been fondled without penetration were more anxious than those that had been 
penetrated by the perpetrator. Meanwhile Bagley & Ramsey (1985) found that the 
most significant variable predicting severe impairment of mental health was the fact 
that penetration took place. There does appear to be a  certain degree of variability 
in the findings of studies within this area, as there are equally a  number of studies 
within this area, as there are studies that have demonstrated that the least severe 
forms of sexual activity were associated with less trauma (Landis, 1956; Peters, 1984; 
Sneider & Calhoun, 1984).
A study that appears to indicate more clearly the impact of sexual abuse in relation 
to the type of sex act carried out by the offender is that by Russell (1986). The study 
was based on the effects of abuse on adult women. It was found that 59% of the 
women that reported complete or attempted intercourse, fellatio, cunnilingus, 
annilingus or anal intercourse stated that they were extremely traumatised by the 
experience. This was in comparison to 36% of subjects who had experienced manual 
touching of unclothed breasts or genitals and 22% who disclosed unwanted kissing 
or touching of clothed body parts. When reviewing the literature on this variable it 
appears that one cannot draw the definite conclusion that penetration is worse 
than being fondled, in terms of the severity of trauma experienced by the victim. This 
may be due to individual differences within victims’ experiencing and attachment of 
meaning to the sexual act carried out, be it fondling or forced fellatio. As Sanderson 
(1995) pointed out, it is the child's reaction to these events and the, ‘related 
traumagenic dynamics’ that will impact on the severity of trauma experienced.
Significant links have been established between the use of physical force or violence 
by the perpetrator and the extent to which the victim is traumatised. Finkelhor’s 
(1979) study found that within a  student sample, the more force used the more 
negative the outcome experienced by the victim. A study by Fromuth (1983) 
replicating this research also reported similar findings. Meanwhile Russell (1986), 
stated that 71% of the victims of force rated themselves as being extremely or 
considerably traumatised in relation to 47% of the other victims. A further study by 
Tufts (1984) found that children that were coerced by the offender demonstrated 
greater hostility, and appeared to be fearful of aggressive behaviours in others. Once 
again, as with other aspects of the research within this area, there are equally a 
number of studies that challenge the above findings. For example Anderson et al 
(1981) and Calhoun (1984) found no significant link between force and, 
‘psychological sequelae’. In the meantime Browne & Finkelhor (1985) have 
recommended that credence be given to research identifying force as a significant
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traumagenic influence due to the strong relationship found within these studies ( 
Finkelhor 1979; Fromuth 1983; Russell, 1986; and Tufts, 1984). On the other hand 
author’s such as MacFarlane (1978) have argued that victims that have experienced 
forced abuse may in fact suffer less long term trauma as they are more likely to 
attribute blame for the abuse on the perpetrator.
According to a number of authors (Sanderson, 1995; Browne & Finkelhor, 1985) a 
certain degree of controversy exists within the literature in terms of the child's age 
when the abuse took place and it’s correlation with trauma. Opinion appears to be 
divided between the following expectations. The first is that younger children will be 
less vulnerable to trauma due to their naivete, which is expected to act as a buffer. 
Browne et al (1985) stated that this is most likely to be the case if the child is not 
aware of the social stigma surrounding their experience. The latter opinion states 
that the impressionability of younger children is more likely to make them vulnerable 
to trauma. Unfortunately this split in opinion also reflects the general findings 
within the literature (Sanderson, 1995).
Studies by Courtois (1979) found that the younger the age of the child, at the time 
the abuse took place, the more traumatised the adult survivor appeared to be. 
Meiselam (1978) reported that 37% of their subjects that experienced abuse prior to 
puberty, were seriously disturbed by the trauma in relation to the 17% that were 
abused after puberty. However four other studies found no significant relationship 
between the age of onset of the abuse and impact. Finkelhor (1979) found a small 
yet insignificant trend, alongside Russell (1986) who also reported a  small yet 
insignificant trend for long term trauma when the abuse was experienced before the 
age of nine. Langmade (1985) also found no difference in sexual anxiety, sexual guilt 
or sexual dissatisfaction, in relation to age and onset of abuse. An interesting 
suggestion made by Tufts ( 1984), was that children abused during the latency stage 
of their development, were more disturbed. This may suggest that chronological age 
is of lesser importance when one considers the role of developmental stage in the 
genesis of trauma.
Further dues related to age and impact may be found when reviewing the literature 
on multiple personality disorder (MPD). Putman (1985) argued that the younger the 
child when the abuse takes place, the greater the likelihood that they will dissodate 
during the sexual abuse and hence develop psychogenic amnesia. Sanderson (1995) 
states that during the sexual abuse a younger child may be unable to process the 
experience on a  cognitive level and hence, ‘splits off their emotional response to the 
event. Depending on their age, if their memory system has yet to be formed 
incorporating the abuse experience may be difficult (Sanderson, 1995). Sadly there is 
a  risk that this rational will be taken on board by a  number of child sex offenders 
who may try to rationalise abusing a  child under the age of five with some of the 
following arguments (Sanderson, 1995).
(i) The child is too young to understand.
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(ii) The child is too young to remember.
(Ill) The child Is less likely to report the abuse as they do not recognise it as
abnormal.
(iv) The child is too young to remember that they have been affected by the
abuse.
Sanderson argues that a greater understanding of the child’s coping strategies and 
mechanisms in relation to their cognitive development can facilitate our own 
awareness as practitioners, to the ways in which the abuse experience is processed 
at the various stages of cognitive development. This may provide an indication of the 
extent to which victims have either defended against the abuse or integrated their 
experience (Sanderson, 1995), as some of the central aims of therapy with this client 
group would be to assist them in restructuring the experience, as well as working 
with the complex defence mechanisms often employed by survivors of the abuse.
In an attempt to conceptualise the long term effects of child sexual abuse , authors 
such as Benedek (1985) and Eth & Pynoos (1985) noted that the classification of 
Post Traumatic Stress Disorder (PTSD) (DSM III - R) was also applicable to childhood 
trauma. This also included applying the PTSD treatment approach when working 
with survivors of child sexual abuse (Courtois, 1986; Finkelhor 1985; Freidrich, 
1987). The application of these criteria has helped clarify and describe some of the 
effects experienced in adult survivors of abuse (Finkelhor, 1988). According to 
Sanders (1995) it has also led to the effects of abuse being seen as a  syndrome with a 
central etiology, rather than  a  list of symptoms. However, author’s such as 
Finkelhor (1985) have suggested that the PTSD framework can impose limitations 
when considering the impact of child sexual abuse. The first argument is that the 
PTSD model does not account for the broad range of symptoms reported by victims 
such as the range of cognitive affects seen in this client group and the impact on 
sexual functioning.
Finkelhor (1988) also noted that the model may appfy to some and not all victims. 
Research carried out by Kilpatrick et al (1986) assessed PTSD symptomology in 126 
female survivors. It was found that PTSD was only found in 10% of the sample. 
Although this was not to say th a t the women were not traum atised by the 
experience and not without symptoms. This study found tha t women within the 
sample also reported depression, substance misuse and sexual difficulties, factors 
that are not included in the PTSD ( DSM IV ) criteria . The model also fails to 
acknowledge guilt, self blame , self harming behaviours , and revictimisation ( Briere 
& Runtz, 1988), factors that are frequently observed within this group.
Unfortunately the scope of this discussion does not permit a  fuller exploration of the 
PTSD limitations. Suffice is to say that potential inadequacies identified within the 
model had prompted Finkelhor and Browne (1985) to formulate a coherent 
alternative. They developed the Traumagenic Dynamics model of child sexual abuse 
which consists of four dynamic components that attempt to explain the impact of
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child sexual abuse. These were (1) traumatic sexualisation; (2) stigmatisation; (3) 
betrayal ; and (4) powerlessness. The authors definition of trauma dynamics is 
an experience that alters a child’s  cognitive or emotional orientation to the world and 
causes trauma by distorting the child's self concept, world view or affective capacities. " . 
It is these distortions that are then seen as fuelling the affects observed within this 
group ( Finkelhor, 1988).
These authors have managed to integrate components of the PTSD model, alongside 
the diverse symptomatology observed when considering the impact of the abuse. It 
also stipulated that the trauma experienced is not only part of the deconstruction of 
the victims assumptions (Janoff & Bulman, 1985), but also accounts for the victims 
distortion of assumptions. The model also accommodates Finkelhor and Browne's 
(1985) argument that these distortions are due to an over integration of the trauma 
experience. This is in comparison to Horowitz (1976) PTSD interpretation that 
distortions are present due to the victims failure to integrate the experience.
A coherent model of impact is vital for practitioners working with survivors of child 
sexual abuse as it may form the basis of their formulation after having carried out an 
assessment, as well as shape the treatment intervention planned for psychological 
therapy. A psychologist working with the PTSD model may fail to identify the 
presence and salience of trauma in the client. There is also the risk that the therapy 
will be compromised as it will have failed to address a number of issues, not 
otherwise covered by a  PTSD treatment model.
It may be argued that the sheer diversity of presenting problems this client group 
brings to therapy and the complexity of issues and dynamics that accompany child 
sexual abuse, will require the practitioner to develop an individualised approach to 
therapy. The focus of treatment may require flexibility on the practitioners behalf as 
well as an ability to integrate approaches by the major schools of psychotherapy. 
Author’s such as Sanders (1995) have supported this approach in the treatment of 
victims, and emphasise the benefits of practitioners working within a flexible 
framework, rather than strictly adhering to one therapeutic approach. One way in 
which to demonstrate this approach in the treatment of adult survivors of child 
sexual abuse, is to draw upon a  client taken form my own case load. This will help 
illustrate an outline of approaches to therapy, and identify some of the issues that 
may arise when working with this group in an adult mental health setting. The 
following is a  brief outline of the client’s case after the point of assessment.
Miss. C is a 25 year old woman who referred herself to the local community 
alcohol team after having been turned down for long term psychodynamic 
therapy by the hospital psychotherapy team. Her own desire for long term 
therapy was linked to her recent disclosure of being sexually abused by her 
father between the ages of 5 - 14 years. The psychotherapy department 
felt that she was.unsuitable for therapy as Miss. C had a history of alcohol 
misuse since the age of thirteen. Their instruction was that she not return 
until she had achieved a year of abstinence. Left feeling abandoned and
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rejected Miss. C tried to commit suicide by cutting her wrists. Miss. C has a 
history of anorexia , self harm and binge drinking that date back to the 
age of 13. Although the eating disorder is under control Miss. C is likely to 
binge drink when distressed, or cut her arms as a means of obtaining 
relief from feelings such as anger. Since her recent disclosure of the abuse 
she has also started to experience hypnopompic hallucinations which involve 
seeing her father entering her room at night. Miss. C also reported having 
‘feelings’ that she had been abused by her father which were based on 
fragmented , ‘dreamlike’ memories that something had occurred between 
them . yet she was uncertain in terms of the content of these childhood 
memories , which she dated back to the age of 5. She is aware that this 
repertoire of behaviours and perceptions is a product of her earlier 
experiences in terms of the abuse and dysfunctional family system.
Miss. C feels that she can no longer continue in this destructive cycle 
and is anxious to receive help, she is also highly motivated in terms 
of exploring the issues related to the abuse.
Miss. C is a  client that represents a  series of salient issues related to working and 
treating survivors of childhood sexual abuse. The first point to make is that she 
presents with a number of difficulties commonly associated with this group. These 
include her dreaded fear of rejection and abandonment, alcohol abuse, self harm and 
suicidal ideation. Bagley and Ramsey (1985) also found a link between sexual abuse 
and the victim engaging in deliberate self harm and exhibiting strong suicidal 
ideation. Meanwhile Jehu and Gazan et al (1985) reported tha t 41% of survivors 
suffer from alcohol misuse. A more recent claim was made by Boyd (1996) that 80% 
of alcoholics and addicts were abused as children. This indication of comorbidity 
between addiction and child sexual abuse may indeed suggest that practitioners 
working within addictive behaviours should consider screening for this factor during 
their assessment of clients.
Considering the client’s presentation, it becomes clear th a t an individualised 
approach to therapy will have to be designed. When formulating the treatment 
approach for a  client such as Miss. C, consideration m ust be given to the dangers of 
adhering to one treatment approach. One can appreciate the psychotherapy 
department’s choice in this case, not to offer therapy to a client that is abusing 
alcohol. The argument may be that such a client is less likely to make adequate use 
of therapy due to alcohol interfering with the process. This would be true if one was 
adhering to either a psychodynamic or cognitive behavioural approach to treatment. 
However one cannot ignore the fact that the alcohol, self harm, eating disorder and 
suicidal ideation are a  ‘symptom’ or product of the earlier abuse. Therefore one may 
argue that one cannot address the symptom without addressing the cause.
At this point the therapist's ability to be flexible will be a  vital component in 
establishing the goals for therapy and considering the ways in which these may be 
achieved. Prior to any exploration of the abuse one may have to concentrate on 
breaking entrenched coping mechanisms such as binging on alcohol and self 
harming when experiencing negative emotional states. The reality is that even if the
19
client were to manage a year of abstinence prior to entering therapy, there is a  likely 
hood that they will relapse back into drinking or self harm once they have started 
the exhaustive process of working through trauma. Hence, one may suggest that 
the therapist draw on cognitive behavioural strategies such as relapse prevention 
(Marlatt & Gordon, 1985) that will address the clients alcohol and self harm by 
identifying new coping strategies and helping the client identify trigger/cues leading 
to drinking or cutting. Anger management (MacDonald et al, 1995) may also make 
up part of the behavioural component within therapy.
Drawing on a  psychodynamic approach may also represent a  vital ingredient in 
therapy with this particular client. For example her (ear of abandonment and 
rejection may be partly contained by the therapist establishing a  ‘secure frame* or 
‘container* for the therapy, which will help facilitate a  sense of safety within the 
treatment. This may be partly achieved by holding every week’s session a t the same 
time and place ( a common practice within the psychodynamic approach). This 
model may also help the therapist work on the client’s defences which may include 
denial, repression and any resistance that may occur in the course of therapy. It will 
also help make use of transference and countertransference issues related to issues 
such as trust (Sanderson, 1995), and deal with any regressions or dependency the 
client may experience in the course of therapy. Sanderson ( 1995) reports that the 
duration of therapy within this client group is likely to range from 9 months to three 
years. Hence by combining a  series of approaches, be they cognitive, behavioural, 
systemic, gestalt or psychodynamic one hopes that the client will be able to embark 
on indepth work on both a  conscious and unconscious level, that will enable them 
to make, “ a comprehensive analysis o f all the traumagenlc components o f the abuse 
experience” (Sanderson 1995).
Finally Miss. C may represent a  potential ‘minefield* for the practitioner. As noted 
from the brief outline of her case histoiy, she complained of dream like* memories. 
Despite being unclear of the content of these ‘memories’ she felt that they may 
indicate th a t her father started to abuse her at the age of five. During the 
assessment I noted that the client’s history, background and presentation was a 
virtual text book example of an individual tha t had most probably been sexually 
abused in childhood. However there was the question of these unclear memories. A 
therapist unaware of the False Memory Syndrome (FMS) debate may have 
unwittingly validated these ‘memories’ as being linked to having been abused by her 
father, where there is no actual evidence that this is the objective case, simply a 
subjective reality. Thus highlighting the potential trap of FMS for practitioners. In 
recent years media interest within this area has soared. False Memory Syndrome 
support groups have been established for accused family members, and litigation 
against therapist’s has increased.
The major debate within this area has been the validity of the well known Freudian 
defence otherwise referred to as repression. The argument is that due to the extreme 
nature of the traum a experienced during the abuse, the individual banishes the
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memory deep within the unconscious, only to have it reactivated or retrieved 
following a significant life event such as marriage, having children, bereavement and 
so forth. In fact a study by Briere & Conte (1994) found that 450 of their sample of 
adult survivors of abuse, reported at some stage not being able to recall the events of 
the abuse.
FMS groups have challenged allegations of abuse with literature supporting the 
vulnerability of memory and the ability to reconstruct memory through processes 
such as suggestion. This may be exemplified by the classic Loftus & Palmer (1974) 
studies on encoding and retrieval, where participants viewed a film of a  car accident 
only to have their encoding process influenced by a  series of specifically designed 
questions. Loftus and Palmer (1974) concluded th a t researches had biased 
participants encoding of the event through the introduction of a  particular verb. 
Further research by Loftus and Kaufman (1992) on victim's memories associated with 
the San Francisco earthquake, found that those that had experienced the fullest 
impact of the disaster had very clear recall of events in comparison to those that 
heard news of the event. A further study by Me Hugh (1993) also reported that 
children that had witnessed the death of their parents were able to accurately recall 
the trauma. Such studies have provided ammunition for FMS groups, who argue 
that memory is open to reconstruction and that a  traumatic event will surely be 
remembered (Sanderson, 1995).
However there are other’s that provide opposing arguments to the above. Research 
carried out by Neisser & Harsch (1992) asked participants to recall where they were 
when President Kennedy was shot, or when Challenger (the Space Shuttle) exploded. 
It was found that recall was inaccurate in terms of what people were doing a t the 
time however people recalled the trauma associated with these events. Participants 
recalled that all astronauts died in the event and that the President was shot dead.
Van der Kolk (1993) has also argued that a  process of ‘selective’ forgetting is 
undertaken with painful memories. The idea is that such memories are pushed out 
of consciousness. We may be observing this process in clients that are substance 
misusing. One of my own clients recently commented that the only way she could 
escape the traumatic memories associated with her experience of being abused , was 
to place her self into a  literal state of unconsciousness through excessive drinking. 
This may be a more extreme example of selective forgetting, however it is a  process we 
engage in everyday, such as blocking out or suppressing anxiety provoking thoughts.
The scope of this paper does not permit a full account of the False Memory debate , 
and a  review of the associated literature. Nevertheless one needs to emphasise that 
practitioners working within the field of trauma and child sexual abuse may have 
an ethical duty to refamiliarise themselves with the cognitive research on memory 
and client suggestibility. Practitioners must not be complacent in their approach to 
questioning and exploring issues related to potential abuse with their clients. They 
should also be aware of the dangers in trying to establish ‘absolute truth’ as to the
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occurrence of abuse and the exact events tha t occurred. This is in contrast to 
working with the client’s perceived sense of ‘psychological truth* which may be quite 
different from biographical fact. One does not want to encourage what Clarkson 
(1995) refers to as, “defensive psychotherapy however therapists need to be aware 
of litigation risk within this area, and hence establish the appropriate safe guards 
within their therapeutic practice.
The above example of 4 Miss. C ‘ has provided a  snap shot of some of the treatment 
approaches that may be employed when working with a  survivor, as well as the 
implications. The range of approaches and strategies that can be used when 
working with such clients are extremely varied and can range from applying sexuality 
focused therapy to retrieving otherwise, ‘forgotten’ or ‘repressed’ memories related to 
the abuse and the time it occurred. If anything, it is hoped that the illustration of 
the above client has emphasised the need for an integrative approach when working 
with adult survivors, and briefly demonstrated the implications for the client in terms 
of therapy and the impact of the abuse on the adult survivor.
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Title
Discuss the implications and applications of hypnosis within psychological therapy.
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Prior to discussing the possible applications of hypnosis in psychological therapy 
and the implications for both the client and therapist, one m ust first attempt to 
briefly define hypnosis. According to Heap (1996) professional opinion has yet to 
reach a  clear operational definition of hypnosis. Therefore, for the purpose of this 
discussion a  brief outline of the process shall be described.
The hypnotic process.
Hypnosis is a direct interaction that exists between the client (hypnotic subject) and 
the therapist (hypnotist) (Heap, 1996). Spiegel (1988) states that the three main 
components of hypnosis are suggestibility, dissociation and absorption, while Heap 
(1996) identifies ‘trance* and ‘suggestibility’ as the two most important processes 
within hypnosis.
While under hypnosis the subject will experience shifts in attention processes , 
whereby attention will become a ‘focal experience’ ^ (Spiegel, 1989) on inner states 
such as emotion, cognition and imagery. The individual’s peripheral awareness 
becomes blurred, as attention to external stimuli within the immediate environment 
is removed and focus is placed on internal experiences (Spiegel, 1989 ; Heal, 1996). 
This process is known as the trance state, which is not dissimilar to watching the 
television (Heap, 1996).
Prior to trance being induced it is likely that the hypnotherapist will have put across 
a series of ‘suggestions’ to the client. These are directed to the client’s imagination 
(Heap, 1996) or unconscious. The aim is to create altered states in the client’s 
cognition, behaviour and affect (Heap, 1996). These suggestions are approximate to 
those that would be experienced if the ‘imagined’ events were actually taking place, 
and take on an, ‘automatic or involuntary’ quality (Heap, 1996). Heap (1996) reports 
in his review , that suggestions can be olfactory, gustatory, visual, auditory and can 
involve alterations in autonomic responding (heat rate, breathing) and even lead to 
complex cognitive alterations such as selective amnesia, time distortion and age 
regression. Suggestion is used throughout the hypnotic process as part of induction 
and maintanance of the trance state.
One can appreciate why a  clear definition of hypnosis has yet to be achieved when 
one reviews the psychological literature on this phenomenon. For example Heap 
(1996) states that hypnosis is a series o f‘intra - subject processes’ that include the 
individual’s imagination, selective attention and relaxation. Authors such as 
Hilgard (1970) and Barber et al (1974 ) were of the opinion that hypnosis was a  
processes of, imaginative involvement’ while Edmonson (1981) saw it as no more 
than relaxation. A more recent hypothesis has been put forward called ‘strategic 
enactment’, this is founded on a  cognitive based model (Heap, 1996). To
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demonstrate this, Spanos (1991) reported that the hypnotic subject was not a 
passive respondent to the hypnotist's suggestions. Rather the individual is likely to 
be using related cognitive strategies such as mental distraction. If the individual is 
successful at maintaining the affect of this process they may conclude that this is 
due to being hypnotised (Heap, 1996). Spanos et al (1986) have even started to train 
subjects with low suggestibility in the skills and strategies used by those that are 
high on this scale. Therefore one may ask whether this takes the mystic out of 
hypnosis and places it within a  category tha t represents a  series of cognitive 
procedures that can be taught and learnt.
The applications of hypnosis within psychological therapy.
Hypnosis can be applied within the context of individual and even group therapy , 
when working with children and adults. The applications of hypnosis can assist 
clients with a  range of presenting problems that include post traumatic stress 
disorder, pain management, asthma, insomnia, eating disorders, anxiety, phobias, 
addictions, and bereavement to name but a few. Unfortunately the scope of this 
discussion does not permit a  review of all these areas. Therefore for the purpose of 
this discussion a  selection of areas frequently encountered by therapists in their 
work will be addressed in terms of their applicability to hypnosis as an additional 
intervention to therapy.
As practitioners we need to be aware that hypnosis is not a therapy in it’s own right 
(Frischholz & Spiegel, 1983). Rather it should be regarded as an adjunct to 
established therapeutic approaches such as cognitive behavioural therapy (CBT) and 
psychodynamic therapy (Oakley et al , 1996). Hence the general focus of this 
discussion will be looking a t the ways in which hypnosis can be used as an adjunct 
to existing therapeutic interventions, and assessing the outcome of hypnosis within 
this context. For example a  study by Kirsch et al (1995) reviewed 18 papers whereby 
CBT as an intervention was compared with the same therapy that was coupled with 
hypnosis. The client groups' presenting difficulties addressed in the therapy included 
insomnia, anxiety, phobias, pain and obesity. The results of the study demonstrated 
that hypnosis enhanced treatment outcome when used as an adjunct to therapy. 
Clients that had received both interventions indicated a 70 % improvement than 
those receiving CBT alone, an affect that continued at follow up. Oakley et al (1996) 
state that this may be due to clients being encouraged to continue using self taught 
hypnosis once ‘formal therapy* has been completed. Kirsch et al ( 1995) put forward 
the recommendation that hypnosis be included in CBT training programmes as a  
matter of routine.
Before one considers the application of hypnosis to a  particular presenting problem , 
one needs to examine what the procedure has to offer individual therapy in terms of 
facilitating the process and assisting the client. Sheehan (1992) stated th a t 
hypnotherapy can enhance rapport, while Coe (1993) reports that it can increase the 
positive outcome expectancy of therapy. It may also help the clien t, ‘create, develop
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and control dissociative experiences' and assist them in focusing their attention 
away from various thoughts and feelings that may bring about feelings such as 
anxiety (Oakley et al , 1996). Hypnosis can also help clients use relaxation 
techniques that can be generalised to everyday situations they may encounter, and 
help them access childhood memories with a clarity that appears to impact on all the 
senses (Oakley et al , 1996). This list comprises a  brief selection of factors that 
hypnosis has to offer individual therapy in which ever modality the therapist 
happens to be working in. One can appreciate the ways in which these factors can 
facilitate /  enhance CBT and psychodynamic therapy.
The author would like to demonstrate the uses of hypnosis when working with 
clients that have experienced trauma’s linked to childhood, adolescence or the recent 
past. When trying to work with material rooted in the past, regression techniques 
via hypnosis may be used to access this. This may involve the client becoming 
smaller or becoming younger (Hartland, 1971). The technique appears to place the 
client in a position where they seem to relieve the past experiences as if they were a 
child again (revivification), or to vividly retrieve a  memory while still ‘anchored* in the 
present (Alden, 1995).
Alden states th a t revivification is a powerful tool that can assist cognitive 
restructuring in therapy (Beck, 1976). Nevertheless Alden ( 1995) points out that this 
procedure is not without it’s draw backs. Practitioners considering the use of this 
technique should take the following into consideration. There is a  risk that the 
client will become retraumatised when working with childhood trauma. She stated 
that the client may relive the trauma as if they were a child as they are unable to 
retrieve adult* cognitions that can reinterpret the events. This may be due to 
cognitive processes such as state dependent learning. The second point is that the 
procedure may permit Ventilation*, but the client will not be able to reconstruct the 
experience as they are taken up with reliving the experience rather than watching it 
as if a  bystander. Thirdly Alden (1995) reports that the client is unable to challenge 
the validity and accuracy of the ‘retrieved* memories as they are experienced as 
reality. Which takes us back to the point tha t any hypnotically induced recall 
should be questioned as accuracy cannot be guaranteed (Alden. 1995). This also 
demonstrates the need for therapists to be aware of the ways in which ‘false 
memories’ can be established within this context. Hence the importance of the 
therapist challenging the validity of ‘memories’ retrieved.
This account portrays hypnosis as an almost wild and unpredictable tool, where 
affect can be produced to the extent that the client becomes overwhelmed. On the 
other hand one may have observed clients simply story telling a  traumatic or painful 
memory as if cut off from any emotional affect, without the use of hypnotic 
procedures. This too is of limited use if the client is to create movement in the 
therapy through a  restructuring process that involves accessing the appropriate 
levels of cognition and affect (Alden, 1995). Alden (1995) and Oakley et al (1996) 
appear to have bridged this gap by creating an ‘intermediate regression technique*.
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They developed a  method that Involves the client visiting the past in a bubble or 
helicopter. The client maintains their ‘adult* ego state (and hence adult cognitive 
processes), and is free to venture as close to the memory /  trauma as they wish.
Unlike other regression techniques this procedure is client rather than therapist led, 
permitting safe regression (Alden, 1995). It also provides the client with a  means of 
withdrawal /escape if the memory presents too much discomfort. Alden reported a 
positive outcome using this strategy with a  client presenting with multiple trauma ( 
child sexual abuse, and a  complicated grief reaction due to the loss of his child and 
father ). She reported that within 12 sessions over a  four month period the client 
was able to address these issues. The client was able to reframe the events of the 
abuse through the eyes of his adult self, and was also able to access forgotten 
information that helped him restructure events related to the abuse. Alden found 
that the procedure facilitated the appropriate level of affect while maintaining the 
distance required for cognitive restructuring. The client also used self hypnosis as a 
successful means of coping with feelings of anxiety and depression. A number of the 
techniques used by Alden (1995) in this paper include interventions therapists would 
normally use when working with grieving clients such as the Gestalt empty chair 
technique. The only difference is that hypnosis appears to include the added 
dimensions of imagination and disinhibition. In the case of this client, he had a  
conversation with his deceased father sitting in a  church, rather than using an 
‘empty chair* during an awakened state.
Authors such as Golden (1994) have become increasingly aware of the parallells 
between CBT and hypnotherapy. Golden (1994) refers to an integrative model of 
cognitive behavioural hypnotherapy (CBH) for the treatment of anxiety disorders, 
demonstrating the uses of hypnotherapy as a  bona fide component of therapeutic 
intervention. He brings to our attention the commonalities in treatment approaches 
between the models when helping clients with anxiety disorders. For example both 
models use relaxation techniques and imagery, and both encourage the client to 
enter a  relaxed state before encouraging them to confront their fears, through a 
process of graded exposure. Unlike CBT, hypnotherapy uses regression techniques 
which Golden argues can be seen as an extinction procedure that places the client 
in contact with anxiety provoking stimuli for a  prolonged period of time. Golden 
does appear to have identified a  new therapeutic ‘construction* in CBH which he 
argues is different from other hypnotherapeutic approaches. For instance CBH is 
seen as a series of cognitive skills such as imagery and self suggestion which the 
client acquires and utilises both inside and outside of the session. He states that 
change is attributed to the client’s ability to apply these strategies and is not solely 
based on the skills of the hypnotist. Golden points out that this set of approaches is 
not to be confused with other hypnotic models such as hypnoanalysis where the aim 
is to uncover and retrieve unconscious memories or conflicts. On the contrary 
Golden has identified the CBH approach as a  means of equipping clients with a  
coping tool for their anxiety, a  treatment for anxiety and possibly for uncomplicated 
phobias. It is also a  means of consolidating CBT techniques such as restructuring
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and desensitisation (Golden , 1994).
As this discussion moves on. what becomes increasingly obvious is the parallel 
between techniques / interventions used by therapists with or without the 
induction of a hypnotic state (i.e cognitive restructuring, exposure, empty chair 
techniques and the exploration of forgotten memories and unconscious fears and 
desires ). In terms of the implications of the these methods related to hypnosis . one 
may suggest that therapists do not use any technique under hypnosis that they 
would not use in a waking state. The hypothesis being that if it has a poor outcome 
in an awoken state , or is contraindicated to a particular client and their presenting 
problem , then it is likely to generalise to hypnosis. For example take the example of 
a  client that is unable to discuss traumatic events related to their childhood in a 
‘routine’ session with the therapist, as the client feels that they will be unable to 
withstand any ‘reliving’ or exploration of the traumas. If the client is warning the 
therapist tha t they are unable to withstand this procedure as part of general 
exploration then they most certainty will not be able to withstand it under hypnosis, 
as their communication states that their psychological defences are not strong 
enough to cope with remembering, let alone reliving’.
The Implcations of hypnosis within psychological therapy.
A therapist needs to perform a  thorough assessment of clients prior to allocation to 
a  hypnotic intervention. One must be able to differentiate between those that can 
make use of the approach and those that are likely to be contraindicated for this 
type of intervention. According to Fellows (1988) there are adequate measures that 
test hypnotic suggestibility in clients, although these are not frequently employed by 
practitioners (West et al , 1995). One may argue that therapists should be less 
focused on the degree to which client’s are hypnotisable as a  strong positive 
relationship between the degree of hypnotisability and outcome has yet to be 
established. Oakley et al (1996) argue that if one is to consider hypnosis as an 
adjunct to existing therapeutic approaches, then there is no reason why clients that 
are least susceptible to hypnosis should not make use of it’s techniques.
Even so, there may be links between hypnotic predisposition and the client’s we 
encounter in our clinical case load. For example qualities such as absorption, 
dissociation and fantasy proneness are seen to be important variables in the 
development of a  number of psychological disorders (Oakley et al, 1996). Oakley and 
his associates (1996) suggest that clients that dissociate or use imagery as part of 
their presenting problem, may use these very procedures through the hypnotic 
process as part of their treatment. Hence clients that fall into this group may 
include bullemic females, where dissociative tendencies are higher than in controls 
(Covino et al, 1994) and anorexics (Pettinati et al 1985). Clients th a t have 
experienced prolonged physical and sexual abuse in childhood may also fell into this 
category, whereby the use of dissociation may have been their only escape form the 
experience (Spiegel, 1986).
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As mentioned earlier one of the implications of assessment is the therapist’s ability 
to assess the ’dangers’ of hypnotherapy. West & Deckert (1965) pointed out four 
dangers of hypnosis : danger to the client, the therapist, to medicine and the danger 
of hypnosis in it’s self. For the purpose of this discussion a brief outline of some of 
the dangers will be outlined. The authors highlighted the risk of precipitating 
psychiatric illness in the client which included schizophrenia, paranoid states and 
dissociative neurosis. An additional warning may include avoiding the use of 
hypnosis with personality disorders that fall into the borderline, schizotypal and 
avoidant categories, as hypnosis may literally ‘unleash* unpredictable behaviours 
and paranoid ideation in such clients. The authors also warn that there is a  danger 
of making the client’s existing problem worse. Therefore the therapist needs to be 
aware of the risk of retraumatisation of the client, especially if using age regression 
techniques with clients suffering from PTSD reactions such as assault or sexual 
abuse. Other risks mentioned included the risk of masking illness, the danger of 
superficial relief, and the excessive dependence of the client on the therapist There 
is also the risk of fantasised seduction and of criminal activity .
Lynn et al (1996) stated th a t thorough assessment of all hypnotherapy clients 
should be, ‘mandatory .’. Their suggestion was that the assessment procedure 
should include a  m ental sta tu s  evaluation tha t monitors mood, cognitive 
functioning, areas of potential problems and indications for relevant suggestions. 
They also recommend tha t one assesses the client’s beliefs and perceptions of 
hypnosis ; potential resistance to the induction procedure ; the strength of the 
client’s psychological defences ; histoiy of dissociative and posttraumatic experiences 
; their personal histoiy, and most of all their ability to maintain a working 
therapeutic alliance.
The previous list of dangers presented by West & Deckert ( 1965) bring to light a  series 
of important issues for practitioners. The first is that a clear and structured code of 
conduct for practitioners of hypnosis is required. It appears that the intervention is 
still unregulated (i.e anyone can set themselves up as a  ‘hypnotherapist* after 
attending brief courses or even reading books on procedure). The trend within the 
literature appears to advocate th a t hypnosis should only be carried out by 
professionals such as psychologists, psychiatrists and accredited psychotherapists 
that have a good understanding of mental processes and the psychodynamics of the 
client’s presenting problem and the therapeutic relationship that exists between the 
client and therapist (Crasilneck et al, 1985 : Udolf, 1981).
An adequate understanding of social psychology may also be vital in understanding 
the influences exerted on our client’s behaviour and interaction within the 
therapeutic relationship while under hypnosis. Expectancy (Kirsch, 1991), role 
playing ( Coe & Sabin , 1991) and compliance (Wagstaff, 1981, 1991) are some of the 
concepts that have been attached to the hypnotic phenomenon. Crasilneck et al 
(1985) are amongst many authors that have also drawn links between Milgram’s 
work on obedience and antisocial behaviours that can occur within the context of
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hypnosis. It appears that the therapist assumes a  position of power within the 
hypnotic process, which has to be treated sensitively when issues of client 
compliance and obedience under such conditions may become an issue.
Ome (1965) also states th a t transference and countertransference may be 
heightened with the use of hypnotic procedures. Issues may include a  poorly trained 
therapist not being able to cope with a client’s negative transference or being 
overwhelmed by a  client’s positive feelings (Crasilneck. 1980). The way in which the 
therapist responds to the transference material will also be dependent on the 
content of their own personal material. Author’s such as Adrian (1996) point out 
the importance of boundaries during hypnosis and having an awareness of the 
therapists vulnerability to sexual feelings (sexual countertransference) towards their 
patients during hypnotherapy. She states tha t therapists using this model of 
therapy with clients who have been sexually abused are particularly vulnerable to 
sexual feelings which the author states may arise from feelings of shame or 
inadequacy, or due to the. ‘immediacy and intimacy of hypnotic contact’. Hence one 
can appreciate the need for practitioners to have a  full understanding of the 
therapeutic context, psychological theory and sufficient grounding in 
psychodynamics, so as not to confuse interactions and behaviours that occur during 
hypnosis.
For those practitioners that are aware of the ethical dilemmas that can arise during 
hypnosis, or simply want to safe guard themselves as a  precaution may like to take 
on board a  suggestion put forward by Hart et al (1996) when working with children 
and adolescents during hypnosis. The authors recommend introducing a 
‘chaperone’ that can observe all procedures and interactions. The added benefit of 
an independent observer is that they can also monitor any negative reactions that 
can occur in the client during hypnosis (Lynn et a l , 1996). Another recommendation 
would be to video tape the hypnosis session . making sure that therapist and client 
are both clearly in view. Wakefield et al (1995) recommend video taping of hypnosis 
sessions when working with clients recovering memories of alleged sexual abuse. In 
the United States this process may have legal ramifications if a  client should decide 
to prosecute their alleged abuser. The defence may argue that the therapist had a 
role in evoking and shaping the client’s memory and may even have facilitated ‘false 
memory syndrome* through a  series of leading and biased questions. One can 
appreciate how these issues may be equally applicable within the United Kingdom 
and Europe.
Considering the ethical implications of hypnosis within therapy, the practitioner may 
even go as far as obtaining consent from the client prior to induction. Hypnosis, is 
still poorly understood within the general public. There is the risk that a  client may 
attribute any negative consequences after therapy as being directly linked to the 
hypnosis. This can range from headaches, dizziness, nausea to unexpected 
reactions to inadvertently given suggestions (Lynn et a l , 1996). A misattribution of 
negative affects to hypnosis may occur due to the timing of events, as Lynn (1996)
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reports, negative effects are ju st as likely to follow after completing mundane non 
hypnotic procedures and relaxation. It is the author’s suggestion that practitioners 
incorporate the practice of briefing and debriefing of clients that is usually reserved 
for experimental conditions. This serves the purpose of minimising any negative 
reaction the clients may experience. The following guidelines have been adapted 
from Lynn et al's paper on the risk of negative reactions to hypnosis (1996) and 
suggestions made by author's previously discussed.
Briefing Prior to Hypnotic Intervention.
i. Obtain client’s informed consent
ii. The therapist gives the client a  prehypnotic talk aimed at eliminating any 
misconceptions and myths about hypnosis. The aim is also to minimise 
any feelings of failure the client may experience due to their inability to 
respond to hypnotic suggestions.
iii. The client is invited to ask any questions and vent any anxieties about the 
procedure.
iv. An independent observer is asked to look out for any negative response in the 
client due to the procedure.
v. Tape or (preferably) video the session.
Debriefing After Hypnotic Intervention.
i. Therapist debriefs the client Make sure your client is no longer under 
suggestion and has been adequately dehypnotised.
ii. Invite the client to discuss their experience of the session. Client’s should be 
invited to discuss this at any time with their therapist.
iii. Clients that report negative reactions should be followed up at a  once weekly 
interval.
Hence these procedures both safeguard the client and the therapist, and maintain 
an ethical boundary around the therapist’s code of conduct when administering 
hypnotherapy as an intervention.
Admitedly this discussion has lent more towards the implications of hypnosis in 
comparison to it’s applications. Without a doubt the possible uses of hypnosis 
appear to be limitless, especially if used as an adjunct with existing and established 
forms of therapy. Nevertheless as practitioners of psychology this discussion hopes 
to have demonstrated the need for a  code of conduct and ethics when using this 
procedure, as well as adequate training in psychological theory and processes, 
clinical assessment skills and hypnosis in it’s self. Without these concepts and a 
fuller understanding of this technique practitioners of counselling, clinical and 
educational psychology (the disciplines most likely to adopt this intervention) may 
be exposing both their clients and themselves to risk. This ‘risk’ may represent 
threat to personal safely (both physical and psychological) as well as professional
34
misconduct and litigation. Although one will expect (and hope) that the level and 
degree of training amongst these disciplines will automatically m inim ise such risks .
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Introduction
The following paper shall be investigating the issues that arise within therapeutic 
practice when working with ethnic or cultural groups. Considering the fact that we 
live and work in a  multicultural society, it is of great importance that the therapist 
incorporates this reality into the framework of their work. The issues that arise and 
that will be discussed will include an exploration of the following themes which will 
evolve around the therapist's training, values and own culture and the way in which 
this may influence their work with ethnic or multicultural groups. Linked to this, 
one will also consider the implications of matching therapist and client according to 
racial/cultural background. I will also be inquiring into how suitable therapeutic 
models, otherwise established by a  western society are suitable for working with such 
client groups. As brought to my attention by our American counterparts, I shall also 
be looking briefly at the possible ethical issues that need to be considered when 
working with such groups.
Matching Client and Therapist According to Ethnic & Racial Background
A theme tha t runs within the cultural and racial literature is the outcome of 
matching therapist and client to similar or differing racial or ethnic backgrounds. 
The literature on this area is vast, and a review of all the points established from the 
research is beyond the scope of this paper. Nevertheless I shall try and bring forward 
some of the issues that may need to be considered by therapists. The first is a  point 
made by Lago & Thompson (1993), that both black and white therapists need to 
work with a  maximum awareness of self and society as unconscious issues related to 
racism may interfere and contaminate cross - race therapy. They advise that a 
therapist explore these countertransference issues in the professional setting of 
supervision, rather than allow for inappropriate expression within the therapeutic 
relationship. A black therapist working with a  white client, despite training in a 
setting that is culturally Eurocentric and American in origin, may still have negative 
feelings towards towards whites. There is also the problem of not knowing how the 
white client will respond to the black therapist, and if there will be an issue of the 
white client feeling superior. These are all issues that can affect the therapeutic 
process. Hence the need for therap ists  to be prepared for possible 
countertransference responses within therapeutic practice. As Greene ( 1985) states, 
all psychotherapists of all backgrounds must confront their own biases when dealing 
with any culturally diverse group.
The white therapist working with black clients may also be faced with other issues. 
There is the danger that the therapist will be perceived as superior, therefore 
sensitivity in handling the power issue is vital (Lago & Thompson , 1993). Vontress 
(1981) also points out the special importance of transference in cross racial therapy.
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especially when the therapist is in the majority culture. Grant ( 1994} takes the 
example of white therapists working with black clients, and the importance of the 
therapists not overlooking their awareness of blackness and whiteness and it’s 
outcome on the transference relationship. This is demonstrated by the therapist 
being able to withstand negative transference from the client that is related to racial 
issues. Grant (1994) also demonstrates the risk of the therapist becoming 
overcompensating in their work with black clients, the example used being the fear 
of upsetting the black client and hence avoiding negative feelings.
Then there is the issue of the colour - blind therapist (Marsella & Pederson, 1981), 
who can further jeopardise the therapy by either believing all the client’s difficulties 
centre around being black. A further extreme is the therapist tha t fails to 
acknowledge or deal with the issues related to being black and a minority group. 
Grant ( 1994} states that a  number of colour- blind therapists are often scared of 
finding racism within themselves. Therefore it is important that we recognise the 
importance of the therapist’s own values, and the way these may interfere in the 
therapeutic process.
If the therapist has not dealt with these issues as part of their own personal 
development they may not be ready to embark on treatment with such groups. In 
fact Sue et al (1982) lists a  series of minimum cross - cultural counselling 
competencies that need to be incorporated into training programmes. Space does 
not allow full listing of these points, nevertheless they do include :
(1) The therapist being able to appreciate diverse cultures; feel comfortable with 
differences between themselves and their clients in race and beliefs.
(2) The therapist understands how the value assumptions of the major theories 
of therapy may interact with the values of different cultural groups.
In light of the points discussed above a therapist m ust not automatically assume 
that it is in the client’s interest to be referred on to a  therapist that is of the same 
ethnic or racial background. Studies dating back to the 1970’s both support and 
refute the hypothesis that positive therapy outcome is dependent on having a 
therapist of the same ethnic and/or racial origin as the client. A more recent study 
by Jones (1982) found no differences in psychotherapy outcome as a  function of 
client - therapist racial match. As Eleftheriadou (1993) points out there is also the 
danger of stereotyping through the matching of client and therapist which in turn 
can, “imprison both the professional and the client in their own racial and cultural 
identity” (Kareem, 1992, p24.).
At this point I would like to make reference to a study by Heffermon & Bruehl ( 1971}. 
The study asked eighth grade boys prior to their fifth counselling session , whether 
they preferred to attend the session or go to the library. All the boys seeing black 
counsellors chose the session, while only 11 of the 23 seeing white counsellors said
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they would like to attend the counselling session. The point of interest in this study 
is that these 11 boys were seeing the same white counsellor, who had substantial 
experience with the black ghetto population. This highlights that it is to the 
advantage of the therapist to have an understanding of cultural and societal norms 
within a  given race or ethnic group, as well as an ability to understand the subtleties 
of nonverbal communications of that group and differences in possible language use 
(colloquialisms) . Despite the factors discussed within this paper it is important that 
a therapist is aware at the point of assessment of their own limitations , and the 
extent to which the client himself is prepared to work with a  therapist of different 
racial or ethnic background.
Therapeutic Models and Interventions
When working with such client groups the therapist must also be sensitive in their 
selection of therapeutic model , as there are a  number of issues that need to be 
considered. One m ust consider which model is appropriate for each ethnic and 
racial group. Sue (1981) for example found that Puerto Ricans who attended therapy 
expected to receive information, advice and direct suggestions, while Grant (1994) 
found that black clients of West Indian origin preferred psychotherapy that was 
structured and practically orientated. This may be due to socioeconomic variables 
such as poverty. The tendency in the literature is to recommend short term therapy 
when working with such client groups, the research also concentrating on their 
high drop out rates from therapy . Practical problem solving models such as 
cognitive behavioural therapy may be more attractive to such groups as it maintains 
a pragmatic approach to problem solving. Also such groups may not have the 
resources both financially and emotionally to invest in insight based therapy, that 
represents a  western model only available to the white upper and middle classes.
There is also the problem that the therapist’s choice of therapeutic model and it’s 
objectives, may clash disastrously with the aims of the client’s culture. For example 
a  traditional Sikh woman (first generation) attends therapy so as to become more 
assertive. The therapist should assess the implications (Corey, 1991) of such a 
change and the implications it will have upon the Asian family structure , which is 
very different from it’s western counterpart. As the woman grows is assertion and 
learns to think individually, she runs the risk of alienating herself from both her 
family and community. A therapist m ust also be careful not to impose their own 
‘western’ ideas which may not be culturally congruent with the client’s own culture.
Once again the scope of this paper does not permit a  full exploration of the different 
therapeutic models and their contributions and limitations to multicultural therapy. 
One can state that the therapist needs to be flexible with the tools and the model 
they apply in therapy with such clients. Sue (1981, 1982) being an advocator of the 
therapist having the ability to apply different models according to the client’s cultural 
needs. For example working from a Gestalt model may not be appropriate for all 
ethnic and racial backgrounds. Corey (1991) makes reference to a  client of a  different
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culture, who found difficulty expressing symbolically his disappointment in his 
father. To do so even in therapy would be shameful. Therefore it is vital that the 
therapist be sensitive to such issues, and not push what initially appears to be a 
resistant client. Resistance may be reluctance, the therapist’s inability to show 
understanding and accommodation of cultural differences is more likely to see 
premature endings to the therapeutic work (Corey, 1991). Therefore one can 
understand the importance of establishing rapport and tru st at the start of the 
therapeutic work with such client groups.
Eleftheriadou (1993) considered the application of a  philosophical framework to 
transcultural therapy. She advocated an existential /  phenomenological approach 
to counselling different racial or ethnic clients. The model validates the experience of 
such client groups, without perceiving them as having , ‘exotic conditions’ or 
displaying behaviours th a t are labelled as , defensive or dysfunctional’ 
(Eleftheriadou , 1993) . Such a  model allows the therapist to move away from their 
own cultural restraints , enabling them to enter and understand the client’s 
subjective internal and external world.
This model may be of particular use to clients that are second and third generation, 
caught up in their traditional cultural background and the one they have been bom 
into. An example of this group would be the children and grandchildren of Italian or 
Asian immigrants. My own experience as a second generation Greek within this 
country, has demonstrated the confusion I as a  client group have presented to 
therapists. Socially such an individual may function comfortably as a member of the 
majority culture, giving little indication to the ethnic and cultural forces that may 
consciously and unconsciously influence their functioning within their world. 
Therapists may initially be duped into overlooking cultural and ethnic factors 
influencing the clients material and the relationship with their client. This lack of 
insight and understanding may confuse the therapist and frustrate the client when 
issues related to culture such as the family systems of that ethnic group are finally 
uncovered. Therefore the model presented by Eleftheriadou (1993) may be a  suitable 
adjunct to therapy, which assists both client and therapist in breaking down 
cultural barriers.
To summarise the model, the client’s experience of existing in the world, or world 
view is explored through a  number of modes of relating in the world. These modes 
entail the physical, personal, social and spiritual /  creative aspects of the client’s 
world. One can then observe the ways in which these worlds function, the therapist 
helping the client to identify the meaningful elements of each mode in the hope that 
it will expand the client’s world view. The model avoids giving clients explanations 
based on traditional western models, as Eleftheriadou (1993, p i 18) states , “This is 
vital for ethnic minority clients because models that have been formulated within 
different socio-politico systems will be meaningless to them.’’.
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Ethical Considerations
Authors such as Ibrahim & Arredondo (1990) state tha t there is an ethical 
obligation to provide training programmes that recognise the needs of minority 
groups, where as the current trend is to still educate professionals in offering services 
that cater to the white, middle class , male and mainstream population (Corey,
1991). Determined by multiculturalism, the above authors have stated in their paper 
that it is unethical for therapists to remain monocultural when practising in a 
multicultural society. Ibrahim et al (1990) therefore endorse that every professional 
therapist should become biculturally effective.
Another interesting point is brought forward by Cayleff (1986) and Pederson & 
Marsella(1982). They state that if therapists who do not apply a frame of reference 
that is sensitive to understanding clients of different race, age, gender and so forth, 
they reduce the chance of establishing a sound therapeutic relationship between 
themselves and the client. Thus they state a  therapist’s failure to address these 
issues, and to train in working with such groups represents unethical practice. As 
we have already seen from this discussion, traditional ‘western* approaches to 
psychotherapy may not be appropriate for certain racial, ethnic or cultural 
backgrounds (Cormier & Hackney, 1987). There is also the risk of entering into 
culturally biased therapy due to value assumptions made by culturally different 
therapists and clients (Corey, 1991). As Pedersen (1988) has found, this may 
account for a  percentage of the underuse of mental - health services. Therefore one 
can appreciate the ethical obligation upon the therapist to seek further training in 
the area, and even personal therapy so as to explore their own attitudes, experiences 
and values towards other races and cultures (Lago & Thompson , 1993).
Conclusion
This discussion has very briefly considered a  selection of cultural issues tha t may 
arise in therapeutic practise. Considering the nature of Britain’s multicultural 
society, it would be myopic for a  therapist to be working monoculturalfy. As many of 
the authors encountered in this discussion (Lago & Thompson , (1993) : Sue, (1981, 
1982 ) Corey, (1991), one needs to emphasise the importance of training therapists 
to work multiculturally, which to date has been inadequate. If this was the case the 
low use of mental health services and high rates of non attendance by ethnic and 
racial minorities (Eleftheriadou, 1993) may be decreased. One may also hope to 
improve the services and the experiences obtained by such cultural groups in 
therapy.
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Men, Women and Miscarriage - Issues within Counselling Psychology
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Presentation Report.
According to Watts & Bor ( 1995) an increasing number of counselling psychologists 
are providing their services to specialist medical counselling services. Such services 
have included HIV and substance misuse. This report hopes to demonstrate the 
possible demand for counselling psychology services alongside reproductive medicine. 
The aim will be to provide a  general introduction into miscarriage and the issues 
that may arise for both men and women after such an event. Following on from 
this, one will be considering the issues that a  counselling psychologist may need to 
address in therapy with this potential client group. Finally this report will review 
any further issues for counselling psychology, as well as identify potential areas for 
future research.
Women & Miscarriage - The General Impact
Miscarriage otherwise medically referred to as ‘spontaneous abortion’, may be defined 
as the spontaneous ending of pregnancy by the twentieth week of gestation (Beil,
1992). The trends within medicine is to register this process as a  ‘nonevent*, 
nevertheless the reality and impact of such a  loss may in fact be far reaching. A 
series of studies have indicated that women may be carrying the grief of a lost ‘child’ 
many years after the miscarriage has occurred. Peppers & Knapp (1980) found that 
women were experiencing a  ‘shadow grief response up to eight to twenty years after 
the miscarriage. Similar findings were reported by Stack (1994), who found that 
women were experiencing flooding of emotion during assessments 1 0 -2 1  years on. 
A study by Cordle & Prettyman (1994) found that 64% of women were still suffering 
from clinical depression two years after the loss.
As already seen, the aftermath of miscarriage may include depression. Post 
traumatic stress disorder (PTSD) has also been found to feature with this client 
group. Horowitz (1976) found that women were experiencing flashbacks, intrusive 
cognitions, anniversary affects, flooding of emotion and avoidance of people and 
places that reminded them of the miscarriage. One needs to be aware of the 
physical and psychological trauma involved with miscarriage. During this process a 
woman may experience extensive bleeding ; experienced labour pains that are more 
intense than those experienced at full term labour (Borg & Lasker, 1980) ; and may 
see the expulsion of the fetus. Following such an experience, it is not surprising 
that 18% of women in one study, swore th a t they would not attempt another 
pregnancy (Cordle and Prettyman’s , 1994).
It has been reported by a number of authors that recovery from an early miscarriage 
(first trimester) is faster than a  loss that has occurred in the second (Theut, 1989,
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De Frain, 1991). The assumption therefore is that a woman who has lost her ‘baby* 
at eight weeks gestation is likely to experience far less grief than a  woman who has 
lost a child five months into the pregnancy.
It is important to outline a  number of points in the light of this assumption, as 
practitioners need to be aware that they do not overlook or underestimate the 
impact of miscarriage, especially if it has occurred early on in the pregnancy. The 
following model may be of interest to practitioners working with a  psychodynamic 
framework. Bibrtng (1964) and Elkin (1990) refer to what is otherwise known as the 
“narcissistic* stage of pregnancy. This occurs in the first three months of gestation, 
when a  woman has yet to achieve a  stage by which she views the ‘child* as an 
autonomous being.
Following on from this model one may conclude that a  loss at this stage will involve 
narcissistic injury to the self. As Stack (1980, 1984) states, it is much harder to 
grieve for the loss of one’s self than for a separate love object. A woman may also feel 
ambivalent about her pregnancy during the first trimester. Hence when taking such 
factors into consideration one needs to be aware that women in this stage are likely 
to experience a  complicated grief reaction.
Men & The Grief Response
There is no research to date that specifically addresses the ways in which men cope 
and deal with miscarriage. My aim within this section is to identify a  series of issues 
related to the male grief response, and consider the ways in which this may link to 
miscarriage.
A number of authors have suggested that a  series of biases exist within the male 
grief response (Cook, 1988; Lister, 1982 ; & Bord, 1987). Cook (1988) commented 
that biases were present within the conceptualisation and measurement of men’s 
grief. She warned of the inherent dangers involved in comparing male and female 
bereavement. To demonstrate she compared men and women after having 
experienced the loss of a  child to cancer. She initially assessed these parents via a 
series of inventories designed to measure physical and psychological symptoms after 
a loss. These initial findings found that men were ‘unaffected* by the loss. It was 
during a follow up interview when the men were interviewed separatefy that Cook 
found that men coped with the grieving process in a  very different way to women. 
The trends within the miscarriage literature tends to suggest that men are far less 
affected by the loss, in comparison to their partners. Cooks evidence may suggest 
the need to review these assumptions.
There are a number of background factors that may contribute to the development of 
the male grief response. These may include (1) developmental processes (Cook, 
1988); (2) socialisation (Condry & Condry, 1976); (3) masculinity and sex role 
stereotyping (DeFrain, 1981); (4) moral development; (5) social expectations and lack
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of social support (Peppers & Knapp ( 1980). These factors may account for differences 
in the male and female coping styles after a loss. Unfortunately the scope of this 
paper does not permit a detailed discussion of these areas..
In terms of grief process, men have been found to use a series of strategies. The first 
involves cognitive processes and the block of thoughts related to the loss / death. 
Men have also been found to sublimate, channelling their anger, rage and 
frustration into their work. Cook (1988) described grief as being a ‘private affair* for 
men. This may be linked to men’s inexpressiveness after a  loss. Denial, 
intellectualisation and addiction after a  loss have also been identified as part of their 
coping characteristics (Stroebe & Stroebe, 1987).
The extent to which the above can be generalised to men and miscarriage is 
uncertain. The aim of my own research was to test the applicability of such findings 
to men after reproductive loss.
Comparing Men, Women & Their Responses
Studies have proposed that the intensity of loss after a  miscarriage is greater for 
women than men due to differences in foetal bonding (Beil, 1992, Peppers and 
Knapp, 1980, Theut et al, 1989). The assumption is that men do not bond to the 
pregnancy until they are able to see overt signs that do not appear until the second 
trimester.
The nature and speed of attachment to the pregnancy is a  complicated process. 
Authors such as Klaus et al (1979) have suggested that women are not consciously 
aware of their pregnancy until the fourth month of gestation. I would stand in 
disagreement of this for a  number of reasons. A study by Cecil (1994) found that 
women were referring to their embryos as their ‘baby*. This was even the case when 
the ‘pregnancy* was found to be a  blighted ovum or hydatiform mole. Meanwhile 
Hutfci ( 1992) commented that an awareness of pregnancy can occur with the initial 
symptoms of breast tenderness, anorexia and nausea. One may go on further to 
suggest th a t an awareness of these symptoms may also contribute to the 
attachm ent process. Moulder (1994) found th a t the more advanced the 
Identification process with the embryo or fetus as the baby*, the greater the grief 
response.
When it came to women perceiving men’s experiences after the miscarriage. Beck 
Black (1991) found that women felt men had missed out on the ‘biology* of the 
experience. Men appeared to be allocated the role of ‘bystander*. Thus men’s 
experiences were seen to be different. Nevertheless one must not underestimate the 
experience of the ‘bystander*. To watch one’s partner miscarry in it’s self may 
represent a  form of trauma, and may leave the man feeling helpless.
Differences in Coping Style
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Research carried out by Beck Black (1991) found that men recovered from 
reproductive loss far quicker than their partners. Considering the issues raised by 
Cook (1988) one questions the true validity of these findings. Beck Black reported 
that womens’ grief was prolonged due to anniversary affects such as the time the 
birth would have taken place. Men did not appear to be affected by this. It was also 
found th a t men restricted communication of their feelings , and tended to 
intellectualise the loss rather than show sadness or sympathy.
Borg & Lasker (1980) actually found that a  number of couples did not discuss the 
miscarriage until interviewed for the author’s research. These authors also found 
that anger, guilt and attributing blame was an avoidable part of the couple’s grieving 
process.
Herz (1984) stated that a  clash in coping styles and poor communication after 
miscarriage / loss could exacerbate difficulties within a relationship. The 
miscarriage if left unaddressed can become, ' a  festering unresolved conflict for the 
future .’ (Hertz, 1984). Sexual relations may also degenerate due to fear of another 
pregnancy on behalf of both partners. Sex can quite easily become a metaphor for 
pregnancy and miscarriage.
Issues to be addressed In Therapy - Is miscarriage a different form of 
Bereavement ?
There are both commonalities and differences between other forms of bereavement 
and the loss of a  ‘child’ be it through a termination of pregnancy, miscarriage or still 
birth. The following list of items represents a  series of issues we as practitioners 
should be aware of when working with clients that have experienced miscarriage and 
other forms of reproductive loss.
The first issue to consider is the fact that miscarriage is an ‘unrecognised loss’ 
(Stack, 1980, 1984). Medicine, the family and even socieiy may collude in denial of 
the pregnancy and the loss. Denial of the loss may be observed in comments such 
as,
‘ It wasn’t  meant to be ‘
‘ It was Gods will ‘
or, as one doctor said to a  couple, ‘ Smoke a  cigarette, drink some wine and 
everything will be fine’ (Conway & Conway et al , 1988). The likelihood is that no 
rituals will have taken place to mark the loss of the ‘baby’. As therapists we may be 
able to address this denial process by acknowledging the clients’ loss, and working 
with this bereavement as we would with any other. We may also encourage clients 
to mark the loss by carrying out a ‘special’ ritual or service.
Therapists also need to be aware of the guilt that may be carried by both the
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Individual and the couple after the miscarriage. This may be accompanied by the 
need to allocate blame, an issue that may need to be addressed in the therapy, 
especially if one is carrying out a  couples intervention.
Once again for those working psychodynamically one may like to consider the 
narcissistic stage of pregnancy and the complicated grief reaction than may occur 
within this stage. Grief may also become complicated if a  woman felt ambivalent 
about her pregnancy during this stage. Such women may be high on guilt and self 
blame.
One also needs to allow the individual /  couple to grieve for their ‘fantasised child’. 
For a  number of people the pregnancy may have been experienced as being ‘unreal,’ 
and hence this will not be an issue in therapy. Nevertheless others may have 
invested time and effort in creating a persona for their ‘little boy* or ‘girl’.
As practitioners we need to be aware that our client’s grief is not assessed according 
to a  gestational model. Care needs to be taken tha t one does not assume a 
miscarriage at 2 weeks gestation is an insignificant event for a  woman or couple. 
Once again this may depend on the attachment processes and the investment that 
has been placed into the pregnancy.
As counselling psychologists we may also be addressing adjustment processes within 
therapy. The individual may have undergone a  series of identity changes, such as 
perceiving the self as ‘mother’ . ‘father’ or ‘parents’. Miscarriage and any other form 
of reproductive loss will involve the deconstruction and loss of identity (Lovel, 1982).
As with any other bereavement, anniversaries will also feature in therapy in therapy. 
Therapists need to be aware that the time of the birth, the miscarriage and even the 
time of conceiving the pregnancy may represent anniversary mile stones in the grief 
work.
When working with this client group one needs to be aware that the loss may be 
complicated by PTSD, clinical depression, m arital breakdown and sexual 
dysfunction. An inability to grieve these losses may lead to impaired psychological 
functioning when faced with subsequent pregnancies. One study found that women 
who had not dealt with the grieving process, and conceived within two years of the 
miscarriage, demonstrated poor attachment to their subsequent pregnancy and new 
born child. These findings may suggest tha t both medical staff and therapists 
should encourage couples to grieve their loss, rather than encourage them  to 
replace’ the lost pregnancy in three months time.
Counselling Psychology
As practitioners of counselling psychology, our aim is to alleviate psychological 
distress th a t may accompany life stage development (Watts & Bor. 1995).
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Considering our work takes place within the context of life span development 
(Woolfe, 1996) , assisting individuals within the areas of pregnancy, parenthood, 
infertility, and reproductive loss appears to be justified.
Our ability to address these issues and work with clients tha t have faced these 
stages, may lead one to suggest that there is a  place for counselling psychology 
alongside reproductive medicine. The nature of the work may involve helping 
individuals make a  series of psychological adjustments when about to undergo in 
vitro fertilisation (IVF), or a  termination of pregnancy. The counselling psychologist 
may also assist the individual /  couple in preparing psychologically for any medical 
investigation or treatments such procedures may involve (Watts & Bor, 1995). This 
includes dealing with the issues of loss th a t may accompany miscarriage, 
termination and still birth.
Areas For Future Research.
There are a  number of areas that have yet to be addressed within the miscarriage 
literature, and that may be of interest to the counselling psychologist. The first is 
looking at men’s experiences as co survivors of miscarriage. Research in the past has 
failed to address this area adequately. Information on men and coping after 
miscarriage has mostly been obtained through interviewing their partners’. Studies 
that have interviewed men. have done so only in the presence of their partners, 
which in turn may have biased men’s responses under interview conditions. These 
studies have also been non representative of the general population, interviewing 
mostly white, middle class and university educated couples. Research in this area 
may also be inadequate due to Cook's (1988) suggestion that measurements used to 
evaluate loss in males are in fact biased . Hence there is much scope for research 
within this area.
Further research areas may include comparing the ways in which couples cope after 
miscarriage, and the implications this has for ‘marital’ satisfaction and the couples 
functioning as a  whole. Finally, one can also focus on ethnic minorities. For 
example reviewing the impact of miscarriage on Asian women living within the 
bounds of an Asian culture. Studying such groups may identify a  series of cultural 
issues linked to reproductive loss , that counselling psychologists need to be aware 
of within the therapeutic context.
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Therapeutic Chapter
The content of this chapter focuses on issues encountered during my placement 
and clinical training. It includes summaries of client reports and discusses issues 
linked to the process reports I carried out during the first and third year of the 
course. Details of my training placements during the three years of my clinical 
training are also summarised within this chapter.
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Chapter : Therapeutic Practice
Course : Client Studies
Year : I, II & in
Title
Summary o f four client studies, additionally submitted in full and in confidence to the 
Examiners.
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The following is a  client study summary of a female client seen for individual 
therapy during the first year of my placement within Primary Health Care.
The client was a  twenty seven year old woman who was single with no children. 
At the time of writing the report she was living with her parents and working 
within the family business.
Presenting Problem and Symptoms
Miss. J  complained that she was unable to cope with the day to day routine of 
family life and work. She experienced significant variations in her mood. Miss. J  
complained that she would either be dreadfully upset and overwhelmed by her 
difficulties or feel completely confident in her abilities to cope. She stated that 
she would cry easily and frequently. She also experienced panic attacks following 
periods of perceived distress.
Formulation
Miss. J ’s distress was linked to a post abortal grief reaction. At the time of 
referral she was experiencing the first anniversary of the baby’s birth, had she 
continued with her pregnancy. This anniversary may have activated the grief 
response. This loss may have reactivated previous bereavements that had 
occurred in recent years, and had not been adequately grieved.
It appeared that Miss. J  was suffering from a  delayed grief response. This may 
have been due to coping styles initially adopted and learnt within her family 
system. She observed how her family refused to discuss mental health problems 
suffered by her father. These problems were regarded as taboo. Miss. J  felt that 
sharing the news of her pregnancy and termination would not have been 
tolerated within her strict family . The client clearly compared herself to her 
mother , whom she regarded as ‘strong*, having withstood a  series of difficulties 
and set backs within the family. Miss. J ’s inability to grieve appropriately for her 
losses may have been linked with her need to appear strong and in control of her 
difficulties without outside assistance . These factors may have left the client 
unable to seek support, which in turn may have increased her perceptions of 
distress.
As for the panic attacks she reported that these took place when she felt most 
distressed. These attacks may have been an indication that she was no longer 
in control of the back log of emotion linked to the series of bereavements. From 
a  psychodynamic perspective it may be that these attacks were an indication of
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her repressed pain being made conscious.
Outline of Therapeutic Interventions.
Therapy with this client was primarily client centred. The intervention focused 
on the client's ambivalence towards the pregnancy and the conflict this 
produced, following the termination. The sessions also provided a  contained 
environment in which the client could address issues such as guilt, the 
anniversary of the birth and grief.
Time was also allocated to issues linked to her family, who were key figures 
within her presenting problem . As she progressed through the intervention she 
was able to share her loss with family and friends who contrary to her 
expectations provided significant support. She completed the grieving process in 
the course of therapy. She also found the courage to move towards a  more 
independent life style, and managed to appropriately separate from the family.
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The following is a client study summary of a male client seen for individual 
therapy, during my second year psychodynamic placement within Primary Health 
Care.
The client was a twenty five year old man who was living alone. At the time of 
therapy he was employed as a mechanic.
Presenting Problem
Mr. B reported that he suffered from a range of depressive symptoms. These were 
accompanied by extreme anger and aggressive and violent impulses. He would 
experience intrusive fantasises that centred around revenge, hurting and killing 
others. There was cause for concern, as Mr. B demonstrated poor impulse 
control over his anger and aggression. Therefore there was a perceived risk that 
he may act out on these fantasies. He also found that he was unable to 
establish a , ‘normal’ relationship with women without experiencing extreme 
levels of jealousy and suspicion. At the time of assessment he was misusing 
alcohol, and unable to identify this as a potential difficulty.
Formulation
Mr. B’s suspicion of women and his extreme jealousy may have been linked to his 
immediate experience of women through his mother,.sisters and his first sexual 
partner. This may include his mother suddenly leaving the family for another 
man, and the fact that his sisters would often look on and laugh while he was 
severely beaten by his father as a form of punishment. This distrust may have 
been further maintained by his first sexual experience with a woman that was 
openly unfaithful.
His aggression and violent impulses seem to be related to two factors; his father 
and the deviant adolescent group with which he became involved. It may be that 
the initial process for acting out violently stemmed from the punishment he 
received from his father. This may have been a socially learnt behaviour initially 
modelled on his father.
Opportunities to act out his own angry impulses may have appeared in the form 
of the deviant adolescent group. The group may have provided a means of 
obtaining respect and controlling others weaker than himself. This behavioural 
pattern may have come about due to an identification with the aggressor, where 
Mr. B the abused was provided with a channel through which he could now 
intimidate, humiliate and abuse others.
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Having moved away from this group influence , in adulthood he was only just 
able to restrain his aggressive urges. Outlets for this anger was seen in his 
seeking out provocative situations , and the misuse of alcohol which may 
disinhibit the urge to act out violently.
Outline of Therapeutic Interventions
In light of Mr. B’s difficulties I thought it best not to extend the contract with 
myself. Reasons for this decision included my lack of experience and resources 
with which to assist such a client a t that given point in my training. However 
the initial experience of psychological therapy had been a good one for Mr. B, 
despite his ambivalence in being seen by a woman for therapy. During the 
course of our sessions he established a sound working alliance in which he 
revealed the true nature of his difficulties and managed to significantly decrease 
his alcohol intake.
Considering his presenting problem I felt it best that any future work carried out 
with this client, should be within a cognitive behavioural framework. A 
psychodynamic or analytic approach may have lead to a breakdown of his 
defences and therefore increased the risk of Mr. B acting out. It must be said 
that this client was only ju st containing himself. A cognitive behavioural 
intervention would have helped the client address coping skills and management 
strategies for both his anger and alcohol misuse. I therefore referred him on to a 
qualified professional equipped to deal with the nature of difficulties.
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The following is a client study summary of a male client I had seen during my 
third year cognitive behavioural placement within addictive behaviours.
The client was a 49 year old man currently living with his second wife. At the 
time of therapy he was unemployed and receiving incapacity benefit. Prior to his 
resignation from work he maintained a senior position within the emergency 
services.
Presenting Problems & Symptoms
Mr. W suffered from severe alcohol dependency. He also suffered from symptoms 
of chronic anxiety, and had a long standing history of depression. He would 
experience a series of intrusive thoughts that focused on his sudden death by 
heart attack. This was followed by images of his body in the morgue undergoing 
an autopsy. During the course of therapy he had reported phantom smells of the 
morgue and occasional hypnogogic experiences which involved him hearing the 
sound of bombs going off in the early hours of the morning. He also 
demonstrated a poor sense of self - efficacy and low self - esteem. He often felt 
overwhelmed by the thought of having to return to the responsibilities of full time 
employment. He informed me that he used alcohol as a means of suppressing 
his anxiety, and to provide the courage to get through routine daily activities.
Formulation
The predisposing factors that may have contributed to some of Mr. W s  difficulties 
may originally stem from earlier childhood experiences. His fear and anxiety of 
sudden death due to a heart attack may initially be rooted in the fact that his 
mother would feign sudden death as a form of punishment when Mr. W was at 
an impressionable age. His experiences within the emergency services attending 
to real life victims of heart attacks may have sensitised him further.
His pattern of avoidance when faced with anxiety provoking situations may be 
linked to a series of perceived failures such as his schooling, courses and the 
responsibilities of his marriage and job. These events may have contributed to 
the current pattern in Mr. W s  behaviour , which was an avoidance of situations 
that represent some form of risk or responsibility. This may have accounted for 
his inability to function in the higher ranks of the emergency services , and with 
the demands of daily activities.
Mr. W told me that he used alcohol as a means of coping with the difficulties he 
encountered in his work . Drinking may have been used by him, as a  means of
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self medication against the unpleasant affects of anxiety brought about by 
having to take on a position of responsibility. It may also have been used as a 
way of masking his low self esteem and overcoming his diminished sense of self 
efficacy.
In the light of Mr. W s  inability to complete daily activities, inability to 
concentrate and early morning wakening that was accompanied by a sudden 
decline in mood may indicate that he was clinically depressed. Considering the 
nature of his intrusive thoughts , the presence of hypnogogic episodes, the 
experience of phantom smells and his sense of a foreshortened future, may also 
suggest that he was suffering from a PTSD type reaction.
Outline of Therapeutic Interventions
At the time of writing the report the client had undergone motivational 
interviewing. This intervention had helped him achieve insight into the causes 
and maintaining factors of his drinking. Sadly it was difficult to generate any 
motivation to change in Mr. W . It appeared that his poor motivation was linked 
to fears that he would be unable to cope with the chronic levels of anxiety and 
his depression without alcohol. From the start of therapy I had suggested that 
he consider undergoing an alcohol detoxification. He felt ambivalent about this 
option due to irrational fears of confinement and ‘sectioning’. I had tried to 
explore these issues in therapy.
Despite being a regular attender to therapy, Mr. W was unable to break out of the 
anxiety - alcohol cycle. Progress in therapy may have been linked to the level of 
his alcohol consumption, where high levels can limit the potential of what can be 
achieved within this type of therapy. There were also aspects of his personality, 
which appeared to be producing an avoidance coping style that was long 
standing and entrenched. These factors prevented him from fully engaging in 
cognitive behavioural therapy, which involves the client undertaking a certain 
degree of ‘risk’ which he appeared unable to do at this stage within the therapy.
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The following is a client study summary of a male Borderline Personality 
Disordered client I had seen during my third year placement within addictive 
behaviours.
The client was a  48 year old man who had been living alone for 4 years following 
his divorce. He was on incapacity benefit and had a series of debts due to a 
failed business.
Client’s Presenting Problems & Symptoms.
Mr. V had suffered from a number of depressive symptoms for the last three years. 
He also experienced suicidal ideation, having threatened to take his life with an 
overdose on several occasions. He reported that these actions were often 
impulsive, and at times occurred almost spontaneously. Mr. V would frequently 
present to the service in ‘crisis’ threatening suicide if he was not admitted into 
the local psychiatric ward or a private addictions rehabilitation centre. Mr. V 
also suffered from alcohol dependency. His motivation to stop drinking was 
poor.
Formulation
Mr. V’s presenting problems of alcohol dependency and depression coincided 
with the death of his father three years ago, which marked a series of losses such 
as his divorce and failed business. Although, his recollection that he had felt, 
‘depressed’ since childhood may suggest that this was a  stable trait in Mr. V’s 
personality.
Since adolescence and well into late adulthood his father provided the ‘structure 
and guidance* Mr. V needed in his life, such as finding him employment and 
running his son’s business. It was likely, that when faced with a  crises episode, 
Mr. V would seek out the structure’, guidance and support once offered by his 
father, which the psychiatric hospital and private rehabilitation clinic may have 
come to represent.
Mr. V frequently placed immediate demands for admittance into hospital when 
faced with a ‘crisis’. This may have negatively reinforced his suicide attempts via 
a process of operant conditioning, whereby instant gratification had been offered 
in the form of an immediate two week admission into a psychiatric ward, or 
longer stay in a  private clinic. Attempts were made to extinguish this behaviour 
by denying immediate admission into hospital until the threats of suicide 
subsided.
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It appears that he used alcohol as a primitive form of coping with his difficulties, 
such as his inability to sleep, and depression. The irony is that a bottle of 
whiskey per day would have exacerbated any underlying depression.
Outline of Therapeutic Interventions
At the time of writing the report I had seen Mr. V for a total of three sessions of 
cognitive behavioural therapy. My decision to provide a time limited intervention 
was governed by my awareness that the therapy was more likely to perform a 
crises intervention that would contain Mr. V until his psychiatrist conceded to a 
hospital admission. My reluctance to embark on a psychodynamic intervention 
with this client is based primarily on my inability to guarantee a long term 
intervention of at least a year, as I was on placement. Hence I was reluctant to 
bring transference issues such as his distrust of women to the fore, as I would 
only achieve confirmation of this belief when the therapy ended prematurely.
The objective of this time limited cognitive behavioural intervention had been to 
address his depression, low self esteem and his motivation to stop drinking. The 
initial aim had been to increase his daily functioning. Within the three sessions 
he had managed to complete behavioural tasks set such as washing, cleaning 
and even cooking a meal for his mother. In the long term the expectation was 
not to ‘cure* Mr. V, but to assist him in developing a series of coping skills that 
would increase his functioning and independence. Nevertheless, I was 
pessimistic in terms of therapeutic outcome, due to the nature of his personality 
disorder and surrounding issues.
In the light of the treatment best available for personality disorders, and the fact 
that he was likely to need long term input from the mental health care system, 
psychological therapy formed only part of the treatment regime. One could not 
ignore that Mr. V had psychiatric needs, and hence required close monitoring by 
a psychiatrist.
Mr. V was eventually admitted into the psychiatric ward. However, despite 
admission he made no improvement and continued to present in crisis to the 
service.
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Chapter : Therapeutic Practice
Course : Process Reports
Year: HI
Title
A discussion ofprocess issues taken from two process reports. Additionally submitted in 
full and in confidence to the Examiners.
The following is a discussion on process issues taken from two process reports 
undertaken during the three years of the Practitioners Doctorate in Counselling 
Psychology. For the purpose of this discussion I selected the first process report I had 
carried out in the first year of the course. Where relevant, when discussing this 
report the client shall be refered to as, ‘client V. The second report chosen was taken 
from the final year. When discussing this report, the client will be referred to as, 
‘client II ’. This choice also reflects the diversity of process issues faced by the 
therapist and the ways in which these change, are understood and processed by the 
developing practitioner.
Professional Development
Looking back on the first process report I had completed in my first year of this 
course, I sense that I was more ‘real’, more ‘myself ‘ within this session. I have 
attempted to look at the ways this may have changed since working with this client 
and the stage I was in, in terms of my own professional development. Although an 
emotive session for the client, I seemed to be more relaxed and at ease during this 
session. This contrasts with the latter report completed in my final year. I think I 
suffered less performance anxiety during this stage of my development in the sense 
that my general concern was to develop my overall counselling skills. This is 
compared to the second report, where part of my concentration is focused on the 
ability to carry out a specialist intervention and to be seen to be working 
constructively within one therapeutic model. I can appreciate the ways in which this 
can actually interfere with the therapeutic process, and may even limit the 
therapist’s ability to listen accurately to the client’s communications.
I also feel that client I in comparison to the client profile I carried in my third year 
was less complex, and did not carry extraneous issues that may place an additional 
burden on the therapist and process. This can be seen with client H, whereby I am 
trying to juggle additional factors such as Social Service’s threat’s to place the 
client’s children on an at risk register ; the client’s own repetitive history of suicide 
risk and my own team’s threat to our working alliance.
In terms of the first report I appear to be drawing on a number of therapeutic models 
in terms of interpreting the session’s process and as a means of formulating 
interventions. I have noted references being made to Gestalt, Transactional Analysis 
and Psychodynamic models. However I feel that the use of these models was more of 
an eclectic approach rather than a clear understanding and integration of theories 
into practice. However my analysis of process issues within the first report indicates 
the ability to make interpretations within the client’s projected transference
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(psychodynamic interpretation) and my acting out within a Parent - Child 
transaction ( Transactional Analysis interpretation) during part of the sessions.
Challenging and the Relationship.
In terms of observing myself within the process . I have noted a number of 
commonalities between the sessions. One of these was the way in which I 
challenged clients during these particular sessions. I noticed an almost ‘lecturing' 
style . This can be seen in my final comment made in the extract below.
Client : Nothing from the past, nobody, no family, nothing.
Just getting away and starting again.
Therapist : And what would that achieve ?
Client : I don't know ?
Therapist : The pain of the past is still going to be moving with you,
even if you ...
I have noted a similar process within the third year report, whereby my frustration 
with the client had built up to such a level , that my communication that she was 
once again at risk of repeating destructive patterns, came out as if I was lecturing the 
client. One may even argue that I identify with the Parent within this process. This 
can be seen in the following quote taken from the latter report. It is here that I try to 
communicate to the client, the increased suicide risk when under the influence of 
alcohol.
Well... it's not that shallow, it is that deep. Alcohol makes you feel 
more depressed. Especially high quantities of it, and you're more 
likely to commit suicide under the influence of alcohol Miss. T.
In terms of the relationship I honestly felt that within this section of the session that 
I had identified with either the client’s real or imagined parent, and had started to 
lecture my client the ‘child’. I have taken full note of this process and the fact that it 
crept into my first process report, although only briefly. I feel such processes 
demonstrate not only the importance of supervision, but also of the therapist’s own 
personal therapy to aid the understanding of the countertransference process. I 
have found that my own personal therapy was invaluable in terms of my own 
understanding of this process within this session, the conditions this transaction is 
most likely to occur, and thus the ability to monitor myself within the therapeutic 
session. Something I have also learnt from the latter session is that challenging can 
also facilitate resistance within the client, who may then be placed in a position to 
defend and rationalise their beliefs and behaviour. This fits with observations made 
by Rollick & Miller (1991) who discusses the potential pitfalls of inappropriate 
challenging and the impact this may have on the therapeutic process in terms of 
establishing client resistance.
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Therapist’s Anxieties
Considering some of the issues presented in the above discussion, I feel it is 
important to acknowledge my own anxieties within these sessions and the ways 
these have influenced the process. With client I my greatest anxiety within that 
session was how do I ask her whether she had any sexual relations with the friend 
she was discussing in the session. I needed to clarify whether she had repeated a 
familiar and problematic pattern, yet felt awkward asking. I have noted that I used 
the relationship to access this information, as seen in the following quote, where I 
ask the client:
Anything happen ? (Laughter), come on.
In hindsight I can see that this part of the session felt more like a conversation 
between two girlfriends, rather that a dialogue between therapist and client. I can 
only frame this as a positive interaction , as it provided a ‘safe* way for both the client 
and therapist to open up the issue of sex , and thus introduce it into the context of 
the session. In hindsight, I can see that having a similar age as my client probably 
played a role within this process.
My anxieties by the time I have reached my third year had changed, and this is very 
much indicated within the session with the second client. As I mentioned 
previously, I feared the risk of a further suicide attempt and the possibility of the 
client having her children placed on the at risk register. I can recall feeling that I had 
failed with this client at this point within the therapy, and I also questioned my 
ability as a therapist. This process has been acknowledged by Nelson Jones (1993) 
who has developed a category of characteristic anxieties experienced by therapists. I 
shall not list all of these items, however I did experience the following fears during 
this session:
Fear of loosing my client This was due to the implicit threat of suicide risk . I 
was also carrying the perception of additional threats to our working alliance 
such as a fellow team member advising my client to seek counselling from a 
voluntary agency once her work , ‘addressing the alcohol’ with myself had 
been complete.
Fantasies about being an Incompetent practitioner. This was linked to my 
belief that we had made limited progress in therapy, and that I had failed to 
initiate and consolidate change in terms of the client’s presenting difficulties 
(Nelson Jones, 1993).
Such anxieties may lead to both positive and negative consequences. From the 
positive perspective I completely reviewed, challenged and changed my own approach 
when working with this client, by acknowledging my own fears and addressing these. 
I had to explore (1) my own role within the relationship; (2) acknowledge my own
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countertransference reactions to the client: (3) accept my own limitations; and (4) 
review the issue of the client’s own personal responsibility within therapy and 
outcome. I am aware that from the negative stand point such anxieties can lead to 
excessively challenging the client, and failing to accurately listen to the client. 
Nelson Jones points out that this is a risk when the therapist is feeling anxious. I 
feel that I failed to listen to client II during certain parts of the session. Not only did I 
inappropriately challenge the client, but I also failed to hear her communication that 
creating change was difficult due to family responsibilities. Instead I interpreted this 
as client resistance.
Once again I feel that these anxieties are bom out of the current stage within my 
professional development. Interestingly my very first report is not characterised by 
such deep seated anxieties. This may have been due to my focus and concentration 
being on the development of overall counselling skills. This is in contrast to the 
latter report whereby I have moved on in terms of skill and the complexity of client 
case load. With this change, and development in both skill and knowledge 
surrounding issues around therapeutic practice, so to has the range of concerns and 
anxieties carried by myself as a therapist.
Value Systems
The therapist needs to be aware of h is/her own value systems and the fact that 
these may infiltrate the session, and thus impact on process. I am aware that my 
own values concerning religion and spiritual beliefs entered the session with client I. 
The client had started to discuss her experiences with a spiritualist who claimed that 
her dead father was trying to contact her elder sister. While discussing this issue, I 
feel that my own beliefs were implicitly communicated to the client. This is especially 
the case in the following, where I state:
How much, how much of yourself believes that though ?
On a number of occasions during this discourse I feel that we are seeing my own 
questioning of these religious experiences, rather than the client’s. This acts as a 
reminder to the ways in which one’s own value systems be it on the issue of religion, 
sexuality, gender, politics and so forth can unwittingly be introduced into the 
session. The inadvertent risk it that it will impact upon the client negatively and 
compromise the therapist’s neutrality.
Client’s Personal Responsibility in Therapy
Nelson Jones (1987) highlights the importance of client’s taking personal 
responsibility within the context of their therapy. He argues that this issue is both 
implicit and explicit within a number of therapeutic models. For example existential 
therapies make use of the term ‘responsibility’, and the word and it’s meaning is also 
implied within terms such as ‘ego strength’, ‘personal power’ and ‘self control’
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(Nelson Jones, 1984). The session with client II demonstrated for me as a 
practitioner the importance of this issue in terms of process and therapeutic 
outcome. The session with client II is an example of what can occur when this is 
not adequately addressed within the working alliance. Prior to this session the 
client had experienced a relapse while I was away on leave. I returned to find a letter 
from a fellow health professional that stated, “ It is sad that Miss. T blames the person 
who is trying to help her for this most recent relapse". This point led to the immediate 
realisation that the client expected me to miraculously create change and cure for 
her. Looking more closely at the discourse within the session I feel that this is 
implicit in the following statements made by the client :
I want to take control, I want someone to take control over me 
you know ...
Why do I feel like I have to take you know care of everything, sort 
everything out. And then I sit there and wish someone would do it 
for me...
I feel that in the latter quote made by the client, I am the ‘someone’ the client had 
hoped would do the work for her in therapy. I think this desire was due to her 
exhaustion of caring’ for everyone else within her life. I can empathise with this 
feeling , however by colluding with this dynamic, it did not help the client address 
her ‘care taking’ role outside of therapy, or the input she would have to invest to 
create change within her life outside of therapy. I am relieved to say that in 
subsequent session I turned this theme into a  central issue which formed part of the 
therapeutic intervention. This helped the client address her presenting difficulties far 
more adequately. The therapeutic outcome was positive, with the client making the 
decision to abstain from alcohol, and managing to maintain this change. Her 
binging stopped, and finally she was able to address the issues around having to 
invest so much time in caring for others.
The analysis of process within this session has not only drawn my attention to this 
issue more closely, but has altered part of my clinical practice. I now find that I pay 
more attention to the client’s attributional style, and address this within the initial 
stages of therapy. Personal responsibility on the client’s behalf is a pertinent issue, 
especially when working with addictive behaviours as in the case of Client n. An 
explicit example of the therapist handing back the responsibility to the client can be 
seen in the following extract taken from Edwards & Orford ( 1977).
It’s up to you to decide what to do with this information.
Nobody can decide for you, and no one can change your 
drinking if you don’t want to. It’s your choice, and 
if change is going to happen, you're the one who has to do it.
I would like to emphasise that personal responsibility does not entail allocating fault 
with the client, or facilitating feelings of guilt, failure or worthlessness within the
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client. The aim is to enlighten the client, that they are an active agent within 
therapy and within their own change process.
Conclusion
The above are simply a selection of process issues and themes I have drawn out from 
the two process reports. Unfortunately the scope of this paper does not permit a 
detailed discussion of all the issues that had arisen from these reports. As a final 
note, I have found that the undertaking of process reports is not dissimilar to 
supervision. Through the exploration of process I have been able to identify issues 
within myself, the client, and our relationship that may both be helping to facilitate 
or hinder progress within therapy. I found this to be especially the case with the 
latter report. Addressing the issues uncovered by the process report, helped both the 
client and myself as therapist, make significant movements within the therapy and 
hence improve it’s outcome.
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Primary Health Care Placement
Year I
University of Surrey 
Psych. D in Counselling Psychology 
October 1994 - July 1995
Placement Objectives
To see clients for psychological therapy within a busy General Practice.
To introduce the trainee to an adult mental health client group . experiencing 
a broad range of presenting difficulties , and develop an understanding of this 
client population's needs.
To provide a place whereby skills for psychological assessment could be developed 
alongside overall therapeutic skills .
To develop an understanding of theory practice links.
To formulate and plan interventions for clients presenting difficulties.
Client Population
As mentioned previously the aim of the placement was to introduce the trainee 
to a broad range of presenting difficulties experienced by the client population 
within a primary health care service . The following are lists detailing the client 
profile and the range of problems and issues I encountered and worked with 
during the course of this placement.
Demographic Background
Client age range (20 - 55 years)
Gender mix (8 females & 2 males).
Diverse social backgrounds
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Range of Presenting Problems 
Depression 
Anxiety and Phobias 
Self Harm
Life Span Development Issues
Bereavement
Reproductive loss
Panic Disorders and Phobias
Adult survivors of child sexual abuse
Victims of domestic violence
Relationship issues
Clinical Supervision
Supervision provided during the course of this placement was person centred. 
Supervision entailed the discussion of on going case load and issues arising . 
This included the opportunity to address process issues such a s , 
countertransference experienced while working with clients. Although 
supervision was primarily person centred , opportunity was given to discuss 
psychodynamic formulations and explore cognitive behavioural interventions for 
clients presenting with anxiety and phobias. It was during this placement that 
formulation skills and the planning of interventions were initially developed.
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Chapter : Therapeutic Practice
Course : Placements - Psychodynamic Placement in Primary Health Care
Year : II
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Primary Health Care Placement
Year II 
University of Surrey 
Psych. D in Counselling Psychology 
October 1995 - May 1996
Placement Objectives
To see clients for psychodynamic therapy within a busy General Practice.
To continue the trainee’s development in working with a range of presenting 
problems within an adult mental health setting .
To continue developing skills in psychological assessm ent.
To formulate and plan interventions for clients’ presenting problems within a 
psychodynamic framework.
To observe, participate and develop an understanding of working in a 
multidisciplinary team within primary health care.
To observe and participate within the Practice Mental Health Team consisting of 
a psychiatrist , consultant clinical psychologist, counselling psychologist and 
psychiatric nurse.
Client Population
Although a continuation of the first year placement , the aim was to continue 
working with a broad range of presenting difficulties experienced by the client 
population within this setting. Once again the following are lists detailing the 
client profile and the range of problems and issues I encountered and worked 
with during the course of this placement.
Demographic Background
Client age range (20 - 60 years)
Gender mix ( 12 females & 5 males).
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Diverse social backgrounds
Range of Presenting Problems 
Depression
Eating Disorders (Bullemia)
Life Span Development Issues
Bereavement
Reproductive loss
Panic Disorders and Phobias
Adult survivors of child sexual abuse
Victims of domestic violence
Relationship issues
Clinical Supervision
Psychodynamic supervision was provided during the course of this placement. 
Supervision was carefully framed within the context and boundaries laid out by 
the psychodynamic model. Unlike my previous experience of supervision, one 
client from my clinical caseload would be presented and discussed each week. 
Time was also allocated to discuss placement issues . This included evaluation 
and feedback , and issues arising from multidisciplinary meetings and training 
days.
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Year : in
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Specialist Placement in Addictive Behaviours
Year IH 
University of Surrey 
Psych. D in Counselling Psychology 
June 1996 - July 1997
Placement Objectives
To see a broad range of clients for cognitive behavioural therapy within an 
addictions service.
To consolidate the trainee’s development in working with a range of presenting 
problems within an adult mental health setting .
To formulate and develop interventions within a cognitive behavioural 
framework.
To master specific therapeutic interventions applicable to addictive behaviours, 
including motivational interviewing and relapse prevention.
To become a  fully functioning member of a multidisciplinary team representing 
and developing psychology input into the service.
Understanding the functioning and input of each team member , and integrating 
services provided within that team (e.g. shared care, child protection issues).
Team members included a :
Social worker Psychiatrist
Trainee social workers Consultant Clinical Psychologist
Clinical nurse specialist Member of the voluntary sector
Psychiatric nurse Physiotherapist & Art Therapist
Developing , running and evaluating a series of relapse prevention groups for 
severely alcohol dependent clients.
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Client Population
Unlike the previous placement within primary health care, the clients I 
encountered during my training placement in addictive behaviours, presented 
with a complex range of difficulties . The opportunity was given to work with 
clients that presented with dual diagnosis, which represented the bulk of my 
case load during this placement . Therefore , not only was I working with an 
addictive behaviour but also helping clients overcome a range of difficulties that 
included obsessive compulsive disorder , post traumatic stress disorder , clinical 
depression and so forth. When looking at the following list of presenting 
problems I worked with during this placement , please note that in addition to 
these difficulties, clients were either severely alcohol dependent or had other 
patterns of alcohol misuse such as episodic binging.
Demographic Background
Client age range ( 23 - 65 years)
Gender mix ( broad range of both sexes).
Diverse social backgrounds
Rangeof Presenting Problems
Depression 
Self Harm 
Suicide Risk 
Adjustment Issues 
Eating Disorders (Bulimia)
Personality Disorders ( Borderline , Avoidant, Antisocial)
Post Traumatic Stress Disorder
Obsessive Compulsive Disorder
Compulsive Shopping / Spending
Anger Management
Life Span Development Issues
Bereavement
Issues around sexuality
Panic Disorders and Phobias
Adult survivors of child sexual abuse
Tranquilliser Misuse
Relapse Prevention
Motivation
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Clinical Supervision
Clinical supervision was strictly cognitive behavioural , exploring additional 
interventions such as motivational interviewing and relapse prevention. As well 
as discussing on going client case loads , the opportunity was given to consult 
on team and organisational issues within the service. Time was also allocated to 
the development of relapse prevention groups within the service. This included 
exploration of group process issues that arose during the running of the groups, 
and the ways in which these could both facilitate and undermine the 
functioning of the group. Supervision also provided significant guidance in the 
writing of psychological reports specifically for litigation purposes , an issue that 
frequently arose during my placement within this service.
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Chapter : Therapeutic Practice
Course : Therapeutic Practice
Year: m
Title
A report outlining an overview of my placement experiences.
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In the three years of my professional training I have worked within placements that 
have included primary health care and a psychology department within an NHS 
Trust. The following is a discussion of issues I encountered during my professional 
development while on placement. These issues encompass the conflicts experienced 
by myself as a counselling psychologist in training . and the processes I have 
encountered in the course of my own professional development.
Working within a  busy General Practice presented a  number of challenges and issues 
during my professional training. I find that my own awareness of ‘issues* within 
counselling psychology and primary health care . did not come to fruition until the 
second and third year of my training. This may be due to the nature of my 
professional development at that particular stage within the first year. During this 
times a considerable part of my attention was directed towards the establishment of 
a therapeutic skills base . that included the introduction of theory into practice.
During my second year I felt that I had established a sense of mastery within this 
phase . It was during this stage that I began to develop insight into issues' within my 
practice and the setting. This was especially the case when trying to establish 
therapeutic work with clients within a general practice . One needs to note that 
general practice is an organisation with it ‘s own unique structure and culture , 
which in turn may impact on ones own clinical practice. One of the issue that stood 
out to me during this placement were my attempts to establish a  secure frame* when 
working with clients (Smith. 1991). This issue is also emphasised by Graham (1997) 
when reflecting on her own experiences as a  therapist within general practice. Due 
to the demand on rooms within the practice one could not always guarantee that 
clients would and could be seen in the counselling room*. Such deviations to the 
frame when working psychodynamically needed to be tolerated and managed when 
working within this setting .
‘Managing* the environment to somehow complement the therapeutic work would 
involve anything from rearranging furniture in the G.P’s consulting room to checking 
five minutes prior to the session that the diabetic nurse had not forgotten her 
urinary flow apparatus in the room. Challenges to the frame within this setting are 
too numerous too mention, however some of my experiences have included a locum 
walking in during an emotive point in a  session with a  client without apology or 
warning to collect a  set of scales . Both myself and my client tried to orientate to 
what can only be described a t the moment as an unexpected ‘intrusion* that created 
a dissonant feeling within the session. Such violations or deviations risk the client’s 
perception of safety within therapy . Langs work on the secure frame and the 
deviations that exist within general practice has been noted to affect the outcome of 
therapy in a  negative way ( quoted in Hoag 1992 , Graham 1997). One of the more
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challenging experiences was having to see an adult female survivor of child sexual 
abuse within a  GP’s consulting room . Once again this client’s perception of safety 
was initially undermined as the examination couch reactivated trauma related to the 
genital examinations she had to undergo as a child once the allegations of abuse 
where revealed. Hence demonstrating the importance of managing the environment. 
and avoiding complacency within it.
Discipline within clinical practice was a  significant developmental mile stone within 
my professional development a t the general practice. Although maintaining two 
clients for long term psychodynamic therapy. the remainder of the clients were to be 
seen for short term psychodynamic therapy for no longer than six sessions. This 
taught me about the realities of clinical practice within a setting where resources are 
limited . One needed to remain disciplined in terms of the focus and content of the 
sessions when working to such a  limited structure . However working within such 
restrictions was not without it’s conflicts , such as ending therapy when feeling that 
the termination was premature and that the underlying presenting problem could 
not realistically be addressed within the context of six sessions.
In hindsight and having now experienced twelve months working within a team of 
psychologists within an NHS t ru s t , I feel that there were limitations to the primary 
health care placement in terms of facilitating a  trainee’s professional development 
within psychology. Overall I feel that I was isolated , and the opportunity to liaise 
with a variety of fellow health and mental health professionals was limited. 
Opportunities to engage in projects with fellow psychologists and hence develop 
counselling psychology input into the service was also limited. This is contrary to my 
experience within the Trust , where training opportunities are far greater for ‘in 
training’ psychologists.
Once again looking back, had I entered this placement in the latter stages of my 
professional development, I feel that the relationship between trainee and ‘service’ 
would have been far more reciprocal. With the knowledge and experience obtained 
from working within a  larger scale mental health service such as an NHS T ru s t, I feel 
that I would have had more to offer in terms of developing psychology services within 
a primary health care setting. An example of this would include establishing group 
therapy interventions such as anxiety management groups or an adjunctive self 
esteem group for women within the practice. Fine tuning of my assessment and 
referral skills of more ‘severe’ cases such as borderline personality disorders, may also 
have helped in faster detection of clients not suitable to be seen within a primary 
care setting.
My second year of training marked a  further developmental milestone in my 
professional development . This was an acute awareness of ethics within clinical 
practice. I feel that the nature and the structure of the course within the second 
year strongly contributed to this process . I started to appreciate the potential 
hazards and pitfalls that can arise when working within the therapeutic context It
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was a process that I embarked upon within the second year of my training , and is 
very much an issue that I am still exploring within my clinical work.
The final year of my training within addictive behaviours , once again set in process a 
further stage within my professional development. My primaiy conflict during this 
stage was ‘integration’ of theoretical models. After having spent a  significant part of 
the course focusing on psychodynamic theory in practice and supervision , I found 
myself being supervised by two consultant clinical psychologists who were clearly 
grounded within a cognitive behavioural model. The initial stages of this placement 
represented ‘adjustment’. I found myself having to adjust to the new language’ of 
cognitive behavioural therapy. Issues such as transference . the frame , resistances . 
the relationship and so forth were put aside. I can clearly recall my frustration at 
having to be frequently corrected at the start of the placement that I was now in 
cognitive behavioural supervision.
As a trainee during this stage I found myself confused in terms of my ‘orientation’ as 
a  therapist. I almost felt in a position whereby I had to choose between the 
psychodynamic and cognitive behavioural models of therapy. Interestingly in terms 
of process I seemed to turn  into an overt practitioner of cognitive behavioural 
interventions within addictive behaviours . while covertly referencing the 
psychodynamic model as a  means of understanding and interpreting the process 
that was occurring within sessions between myself and my clients. I feel I 
experienced a turning point within my ‘integration conflict’ with the client I present 
within the following vignette.
Miss. A was referred to the community alcohol team for assessment when her 
general practitioner discovered she was engaging in acute alcohol binges on a 
regular basis. Miss. A displayed clinical symptoms of depression , coupled with 
marked low self esteem and a very poor sense of self efficacy. There was also 
an indication of poor anger management and self harming behaviours that 
involved head banging against a wall when feeling overwhelmed with 
anger. Prior to her referral she had also contemplated suicide. The striking 
thing about Miss. A's appearance was that she looked like a man, to the extent 
that I did not identify her in the waiting room when calling her in for her 
assessment. Her previous treatment history included a years worth of weekly 
psychodynamic therapy.
I can still recall during my assessment of Miss. A, formulating quite clearly the 
cognitive behavioural interventions I had planned to carry out with her in my aim to 
help her overcome the depression , elevate her self esteem , establish her self efficacy 
and help her exert control over her alcohol binges. However after several sessions 
working with Miss. A it became obvious that the client was not motivated to work 
within this model. It was at this point I decided that the time had come to construct 
an intervention that integrated theory to match the client’s presenting problem. It 
became obvious that the client had returned to therapy as a  way of finishing work 
not completed in her previous course of psychotherapy. The fundamental core of the
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work carried out with this client switched to a psychodynamic model and frame. The 
insight orientated approach linked to this model helped us explore issues around her 
gender identity, the sexual abuse and parenting experiences linked to the presenting 
problem in greater depth. Interpretation of transference that occurred between 
myself and the client helped develop her own insight, and challenged her own fears 
of trusting me due to anxieties that she would ultimately loose me be it through the 
termination of therapy, or through abandonment and rejection as her own mother 
once did. The psychodynamic model permitted exploration of this issue within the 
relationship and helped uncover pertinent material related to the client's history, 
which inevitably was linked to the presenting problem.
However , I felt that this intervention was not sufficient in helping the client manage 
her self harm , anger and the alcohol binges. Considering the nature and 
repetitiveness of these behaviours I felt it was important that a  series of cognitive 
behavioural strategies needed to be implemented so as to help the client recognise 
cues for these behaviours and learn how to manage and minimise, the potential risk 
o f‘acting out’, be it to hit one’s head against the wall or binge on alcohol. I therefore 
had to integrate the two models to complement the clients presenting difficulties. 
Within fifteen sessions Anne was virtually abstinent from her drinking , the 
depression had alleviated and she had started a part time job after spending several 
years on invalidity benefit. She reported an overall improvement in her interpersonal 
relationships and a  significant rise in self esteem and self efficacy. The most striking 
change I noted in Miss. A towards the end of our sessions together was that she had 
started to grow her hair after many years of adopting a masculine identity, in her 
fear of further ‘attack’ and trauma inflicted by men.
I found that classes attended during the third year of the course, which were 
specifically focused on the integration of theory into practice helped finalise my own 
‘integration’ process. I finally realised that I had the ability to make an informed 
decision as to which model to employ with a  given client with a very individual 
pattern of relating and presenting set of difficulties. I do feel that having experienced 
my training within two therapeutic models did initially create conflict in terms of 
orientation identity as a  practitioner, and even loyalty towards my new CBT 
supervisors. However , I can only conclude that the experience has enriched my 
clinical practice and has enabled me to be flexible in my working , in a way that 
would not have been available to me had I been exposed to one therapeutic m odel. I 
find that it has given me the opportunity to work with clients such as Miss. A that 
have been rejected by psychotherapy due to their drinking . and yet are trapped 
within an addictive behaviour due to earlier traum a such as sexual abuse or 
parental neglect. The integrative approach appears to have provided a way of 
containing and managing the addiction , or other potentially harmful behaviours 
such as cutting (self harm ), while providing space to address underlying issues. For 
example it is not uncommon for me to help a  client address relapse prevention 
strategies ( a specific set of cognitive behavioural interventions for addictive 
behaviours) while also exploring the ways in which alcohol has been used to self
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medicate against the intolerable emotions associated with previous traumatic 
experiences. Again the integrative nature of this training has been invaluable in my 
undertaking of group therapies , and facilitating my understanding of underlying 
group processes and the ways in which these can impact on outcome.
I would like to conclude by saying that the most fulfilling part of my clinical training 
was experienced in the first and final year of the course. As I was in the initial stages 
of my training I felt both contained and nurtured by my supervision and the 
environment provided by the general practice at that time. This was im portant, as it 
provided the vital opportunity to develop my overall counselling skills with minimal 
interuption. The final year brought a series of conflicts in terms of my professional 
development . yet represented an important part of my self actualisation as a 
professional within psychology. The challenges faced within this placement, 
including the opportunity to work independently; developing psychology services; 
and representing psychology within a multidisciplinary team. This has only fueled 
my own wish to be creative and develop counselling psychology across a  broad range 
of settings.
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Research Chapter
The final chapter within this portfolio contains the three research projects I carried 
out during the course. The initial paper is a literature review detailing the impact 
of miscarriage on both men and women. The following papers focus on addictive 
behaviours, reflecting also the nature of my placements during the final stages of 
my training. These studies researched a series of issues within addiction. Theses 
included; (1) an evaluation of a relapse prevention group; and (2) attribution 
process in the course of motivational interviewing for alcoholics.
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Men, Women and Miscarriage - A Literature Review.
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Men , Women and Miscarriage - A Literature Review
This paper presents a review of the literature relating to men and women's response 
to miscarriage. The paper explores the origins and differences in gender grief 
response , and the way in which it impacts upon the bereavement process after the 
miscarriage has taken place. An exploration into the different experiences of men 
and women in relation to pregnancy and miscarriage has also been reviewed. The 
attempt has been made to compare the differences in the miscarriage encounter and 
the responses displayed by men and women after the event. This includes the 
influence miscarriage has on the couple as a whole. The question of whether 
miscarriage is a different form of bereavement has also been discussed.
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Introduction
Miscarriage otherwise medically known as ‘spontaneous abortion’, is defined as the 
spontaneous ending of pregnancy by the twentieth week of gestation (Beil, 1992). My 
original aim for this paper was to review men’s grief and coping responses to 
miscarriage, only to find tha t research in the area is sparse. I therefore have 
attempted to gain insight through a review of the literature concerning the varying 
responses to miscarriage. Although this generally evolves around women, through 
the comparison and combination of this literature with that on male bereavement, I 
have obtained a somewhat clearer (if not entirely complete) perspective on the role of 
men and their response to miscarriage.
Men’s Reaction to Miscarriage
Men’s response to miscarriage and reproductive loss has to some extent been 
portrayed as inadequate or inferior in relation to that of their partner’s . Their 
portrayal has been of individuals that do not fully understand the extent and 
meaning of the loss for their partners’. One of the aims of this section is to review the 
trends within the literature, and see whether this assumption can be withheld. At 
the same time we need to keep in mind that men are very much under represented 
within the area of miscarriage.
In 1964 Cain et al reported, “ disturbed reactions” in a group of men whose partner’s 
had miscarried. These included (1) filing for divorce: (2) suspicion concerning the 
origin of the pregnancy; (3) guilt due to the relief that the pregnancy was over and (4) 
either blamed their partner or themselves for the miscarriage. This demonstrates the 
intense impact of miscarriage on a  relationship, while highlighting that men are not 
immune to the emotional implications of the loss.
Borg and Lasker’s (1982) observation of men after the miscarriage indicated that men 
coped differently with the event, in comparison to women. From one perspective the 
man may act cheerfully in the hope that it will make his partner feel better, fearing 
that a show of his pain will only serve to make her feel worse. While on the other 
hand he may feel isolation, frustration and helplessness as no one can understand 
his feelings or the situation that he is in. Men appear to be placed in a double bind 
when faced with this loss. There is also the risk that men will become caught up in 
a sex role stereotype in terms of their coping style. This would create the expectation 
that they be strong, silent and protective of their partner ( Beck Black, 1991). The 
literature does focus on the differences in coping styles between men and women 
after a reproductive loss and how this in turn  impacts of their relationship. 
Although this will be explored in a separate section further on in the discussion.
To understand mens’ reaction to miscarriage we m ust also understand the
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mechanisms behind their grief response. Both Cook (1988) and Lister are in 
agreement that their is little differentiation between male and female grief response 
within the bereavement literature. Cook ( 1988) even states that the research on the 
male grief response may be biased. This is due to the investigation of male mourning 
being conducted through, 41 female biases in both conceptualisation and 
measurement” (Cook, 1988). Therefore in terms of parental mourning their is the 
danger that the male response will be conceptualised and formulated through the 
studies of grieving mothers (Cook, 1988). Implicit female biases and standards may 
inhibited the true understanding of the male grief response, which may be seen as 
inferior to the female norm (Bord, 1987). Thus the assumption may be made that the 
grief response between the sexes is the same, or that men’s’ reactions are 
misinterpreted (Lister).
To understand the adult males’ pattern of grief response we m ust look to the 
developmental processes experienced by the child . Cook (1988) refers to the infant 
boy’s initial separation from his mother at the preoedipal stage of development. She 
argues that this task is far more stringent for boys in terms of separation, than it is 
for girls. This is due to the separation being initiated at an earlier age than it is for 
girls. It may also account for men's’ demonstration of, “denial of a sense of 
conectedness" (Rubin, 1983, Gilligan 1982) and, “ isolation of affect” (Chodorow, 
1978).
The way in which we grieve may be linked to early socialisation and the messages 
received from parents and significant others. Condry & Condry (1976) showed a tape 
to participants of a nine month old baby crying. Depending on the perception of the 
child’s sex the tears were attributed to different emotional states. Boys were seen to 
be crying out of anger while those who perceived the child as a girl attributed the 
tears to fear. The message that may be passed onto the child through such 
attribution is very powerful. This is especially true for the male, who may start to 
associate tears with weakness due the response that females receive.
“... probably no action is more stereotypically feminine or humiliating for a  man than 
crying.” ( David & Brannon, 1976). Male socialisation within his own peer group 
dictates that the demonstration of emotion through crying is not acceptable. A study 
of college students (Lombardo et al, 1983) found that 71% of males and 17% of 
females stated they almost never cried. In the event of a death 79% of males and 86 
% said they would cry. Rosenblatt et al (1976) observed crying at the time of grief in 
sixty separate countries. Out of these sixty countries, thirty two demonstrated that 
crying behaviour was equal between the sexes. In the twenty eight remaining 
countries the women exceeded males in crying. Although expression of such 
emotion has been regarded as apart of ‘good’ grief work (Lindemann, 1944). If men 
are not working through the appropriately through the stages of grief, they are then 
at greater risk of developing chronic, delayed or an inhibited grief reaction to loss 
(Stroebe & Stroebe, 1987).
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This will also bring into question the role of masculinity within the grief response, 
especially as men may be perceived as being unable to express and communicate 
their feelings. Gilligan (1982) studied male and female moral development. The 
results indicated that men saw danger in close affiliation and that masculinity was 
communicated via separation rather than attachment. A very interesting finding by 
Rubin (1983) indicated that men actually found that communication of their upset 
made their emotional situation worse. This was because the suppressed feelings 
associated with the grief were provided with a concrete basis through their 
expression. This may indicate that men may adopt certain defences against their 
grief such as, suppression, repression and even denial. In fact men’s emotional life 
seems to circle around these defences. Cook (1988) argues that this pattern may first 
be applied in the preoedipal and oedipal experience, only to be latter transferred to 
adult tasks, especially mourning.
The presence of interpersonal relationships and their relation to the individual will 
play a part in the coping mechanism after a  loss. This takes us back to the 
developmental stages of childhood. As Greenglass (1988) and Gilligan (1982) point 
out males are socialised for independent action while females are directed into 
cooperative interaction. The characteristics of interdependence allow for the 
expression of interpersonal needs, especially within emotional relationships. It also 
permits the ability to relate meaningfully to others within one’s interpersonal 
relationships (Greenglass, 1982).
If men are taught the stereotype of surviving alone, this may be generalised onto the 
grief response, which may account for some of the behaviours that they display 
during a reproductive loss. This may include them throwing themselves into their 
work as a means of distraction. Lister pointed out that while men channel anger, 
rage and frustration associated with their loss into their work their partner is more 
likely to be investing her energy in local support groups and social action. Lister 
argues that this form of detachment by the male after the loss, helps him come 
through the bereavement far quicker than his partner. Nevertheless one can argue 
that this is actually arresting the grief process for the male, which in effect may 
manifest into a pathological grief reaction at a latter date. As Stroebe & Stroebe
(1987) pointed out on studying the death of a spouse, women represent the highest 
proportion of psychiatric cases. (They highlighted that females may have been over 
represented.) Yet men present a higher degree of alcohol addiction which can be an 
indication of masked depression due to the loss (Stroebe & Stroebe, 1987).
Although is this a form of coping or a social expectation of the male. De De Frain 
(1991) on a discussion of various reproductive losses found that society requested 
that the male be strong for his partner so that she can deal with her own loss ( 
Peppers & Knapp, 1980). This included the expectation of returning to work and 
continuing the role of bread winner while assisting her through her own devastation 
and recovery from child birth. This is not an uncommon theme within the literature 
(Cook, 1988; Lein. 1979; Ruddick, 1982, Nolfi, 1967).
98
It may also account for an aspect of male inexpressiveness during grief. Men are 
viewed as the interface between their families and the ‘hostile’ world (Cook, 1988). If 
their is such a pressure on men to cany on as defenders , protectors and supporters 
of their family, it is no wonder that a series of ego defences have to be mobilised as a 
means of self and family preservation. Society seems to deny men the comfort of 
grieving. This appears to be true of all deaths including reproductive loss. A study of 
five bereaved couples (Nolfi, 1967) found that bereaved mother’s could identify several 
people with whom they could share their grief. The men reported that their was 
nobody that they could turn to. This creates a double strain on men, who may have 
little access to social support.
The observations of Greenglass (1988) and Gilligan (1982) provide not only an 
explanation for grief but also provide a possible explanation to some of the 
behaviours displayed by men after miscarriage. This would include the inability to 
express their feelings associated with the loss to their partners’ (Borg & Lasker, 
1982). It can be said that men have not been taught the skills to respond on such 
an interpersonal level. This then has a direct outcome on their coping response after 
a loss. The following quote has been taken from a study on the marital helping 
relationship after pregnancy loss and infant death.
It was hard for me to show her, to tell her , "Hey, I’m feeling bad and need 
you to just hold my hand or sit on the couch with me”. I don’t know 
if it was just that I was brought up that way or what. I didn’t try to do it 
on purpose. (Patrick). (Smart , 1992).
The literature does demonstrate a pattern of inexpressiveness in terms of men’s 
private thoughts and expressions (Balswick & Peek, 1971, 1970; David and Brannon, 
1976). Men also seem to disclose far less intimate information to each other, their 
relationships with friends being based on shared activity rather than intimacy ( 
Caldwell & Peplau, 1982).
Cook’s ( 1988) study attempted to look at male parental grief after the loss of a child 
to cancer. The study is unique as measures were applied that would minimise the 
contamination of data, bom out of preconceived biases of female grief responses. 
Cook found that when men were assessed via inventories for physical and 
psychiatric symptoms, they appeared ‘less’ affected. Although the interviews 
demonstrated otherwise.
Cook’s sample demonstrated that men's' coping with loss would involve cognitive 
processes that would suppress/ block any thoughts surrounding the death. Great 
effort was placed in doing so, the main emphasis for the male being to remain in 
control. Powerful emotions linked to the grief were implicitly perceived as dangerous. 
The expression of such emotion would be far too threatening for themselves and for 
others.
99
It was also found that a man would seek private moments to cry and let go of his 
emotions. Although he would be quickly faced with hiding his tears so that nobody 
would detect that he had been crying. As Cook ( 1988) points put. grief for men has 
become a very private affair.
There have been a number of studies that have included a man’s response to the 
death of a child, the question is whether these may be generalised onto a loss 
through miscarriage. The way in which a man grieves the loss of an embryo or fetus 
with no doubt will be different from that of a woman’s response. Socialisation and 
physiology have already set the precedence for this . Nevertheless will the grief be as 
intense as the loss of a child or a partner. These questions have not been 
adequately answered by the literature.
The tendency is to suggest and perceive that women grieve far more than men after a 
miscarriage (Theut, 1989; Conway & Valentine, 1988). After the issues brought up by 
Cook (1988) and Lister one questions whether this conclusion is justified. This is 
taking into account the possibility of misinterpretation of results or biases within 
the data. Studies on pregnancy loss do centre around the woman’s perception of her 
partner’s response to the events (Rando, 1985), or have included interviews of men 
with their partner, (Conway & Valentine, 1988). Thus we either receive a second 
hand account and an incomplete perception of a  partner’s response; or we have 
direct information from men whose response under interview conditions may have 
been influenced by the presence of his spouse.
There are also the following considerations that need to be taken into account. It 
appears that not enough thought has been given to the man’s individual meaning of 
the pregnancy and the loss , which will then bare influence on his response to the 
miscarriage be it indifference, sadness, guilt or devastation.
This is connected to the issue of when the pregnancy becomes a reality for the male 
and when he perceives it as a  tangible loss. Elwood and Manon ( 1993) discussed the 
expression of couvade behaviours in men during their partner’s pregnancy. These 
are, "... developmental processes, stresses and adaptive behaviours that are as 
unique and complex as those attributed to pregnant women.” (Elwood & Manon.
1993). The authors state that these behaviours are most prominent in the first and 
third trimester of pregnancy. It is not uncommon for a man to experience toothache, 
nausea, anorexia, back ache and weight gain during his partner’s pregnancy. A 
controlled epidemiological study by Lipkin & Lamb (1982) was carried out at a  clinic 
of internal medicine. They found that a  quarter of participants complained of nausea 
and vomiting, abdominal pains and bloating. Could these couvade behaviours 
experienced in the first trimester of their partner’s pregnancy indicate that the 
pregnancy has greater meaning to men than originally thought. Would we then be 
able to correlate this variable to these men's* response to miscarriage ? These are 
generated hypotheses that may only be explored through further research. This 
issue also brings into question the role of embryonic / fetal attachment and bonding
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within the male, and the influence on his response to miscarriage. This item and it’s 
implications will be explored in greater depth in a later section of the discussion.
Women’s Response to Miscarriage.
In the past little weight had been lent to the impact of miscarriage upon women. 
According to the medical model it is a non event, where the retained products of 
conception are removed via dilation and curettage (D & C ) (Moulder 1994) , the 
woman being expected to ‘try again* after three months. The reality of what happens 
to the woman after she leaves the hospital environment is far more reminiscent of 
the death of her ‘baby’ rather than a  non event. Pepers & Knapp (1980) in their 
sample found that women suffered a  shadow grief up to 8 - 20 years after the loss. 
Similar findings were found by Stack ( 1984) who found that women experienced 
flooding of emotion during the assessment interviews 10-21  years after the event. A 
more recent study by Cordle & Prettyman (1994) found that 2 years after miscarriage 
64% of their 65 sample were still suffering from depression, while 18% swore they 
would not attempt another pregnancy. It even appears from this research and other 
anecdotal evidence, that the grief does not necessarily subside with the birth of 
another child.
It is not uncommon for a  woman to suffer from symptoms associated with post 
traumatic stress disorder (PTSD) ( Horowitz , 1979). These include intrusive 
cognitions, flashbacks, dreams, anniversaiy effects, avoidance of people and places 
that remind her of the events (Tunaley et al 1993) and flooding of emotions. The 
trauma of the events are extreme enough for women to reconsider pregnancy (Cordle 
& Prettyman, 1994: Herz 1984). This is not surprising as women have to (1) 
experience labour pains that are more intense than full term labour (Borg & Lasker, 
1980); (2) suffer extensive bleeding; (3) may see the expulsion of the fetus; (4) have to 
undergo invasive medical procedures to remove the conception ( D & C). Slade (1994) 
found that the predictability of events actually lessened PTSD, this was especially 
true of couples who habitually aborted.
Medical professionals also have a significant role to play in the outcome of grief 
response and resolution (Herz , 1984, Conway & Valentine, 1988, Murray & Callan, 
1988). Guilt is very quick to establish itself after a miscarriage. Adequate information 
about bleeding, D & C and when to try again may curb it’s establishment (Cecil,
1994). The way in which information is conveyed to a woman as a patient may also 
affect her well being and coping behaviour in the long term (Kaplan et al ( 1989).
The psychodynamics of a woman’s pregnancy and the way in which the medical 
profession and society responds to her after a  miscarriage, will affect the way in 
which she responds and copes with the miscarriage. In terms of psychodynamics 
(Bibring et al (1962), Elkin, (1990) ) refers to the first trimester of pregnancy as the 
narcissistic stage of pregnancy. At this point the woman has not yet come to 
perceive the ‘baby’ as an autonomous being , but rather as an integral part of herself.
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Taking this into account one could hypothesise that a  miscarriage at this stage of 
pregnancy would serve as a tremendous blow to her sense of self. Stack ( 1980, 
1984) states that is far harder to grief for a  lost part of the self than a separate love 
object. In addition at this stage of pregnancy a woman is more likely to feel 
ambivalence towards her pregnancy (Reading, 1983). Slade (1994) suggests that this 
will lead to a complicated grief reaction should the woman miscarry. Although 
Wortman et al (1993) refutes this by stating those with preexisting relationships 
have preexisting mental health problems.
These points may also bring into question the role of gestational age and the 
presumption that a women will be less affected if she miscarriages within the first 
trimester of pregnancy than at a latter stage. Albeit, research has demonstrated that 
the recovery from early miscarriage occurs at a faster rate (Theut, 1989: De De Frain 
1991), and that second trimester pregnancy is more traumatic due to the birthing 
process (Slade, 1994).
Other variables referred to within the literature, that have been correlated to grief 
intensity are age, number of living children, number of miscarriages, previous 
therapeutic abortion, and attachment and bonding to the fetus. Unfortunately the 
scope of this paper does not allow for a detailed review of these variables on the 
outcome upon a woman’s response. In short it can be said that for every study there 
is another to refute the results. This may be due to the tendency to use small 
sample sizes and inconsistency within the methodological approach in this are of 
research. Even so, it can be said that the individual meaning the pregnancy posses, 
will influence the individual response.
Issues such as anger, guilt and self hate are common responses in the women. Anger 
may be due to the lack of understanding by others (Herz, 1984), her partner or even 
her own body which she may perceive as having killed her own baby ( Simon et al, 
1969). Envy of other pregnant women may also ensue. The effects may even be 
longer term. Women may delay attachment to a subsequent pregnancy. Lewis et al 
(1989) & Bonne et al (1984) found that women who became pregnant within two 
years of perinatal loss, and had not resolved their grief had difficulty attaching to her 
new baby.
Through the course of pregnancy women will experience a  new identity construction 
which will include her as ‘mother & baby’ (Lovell, 1982). In the words of Lovell,
Denial of the baby’s existence was expressed in word and deed. There was an instant 
unravelling of a woman’s lived experience and rapid deconstruction of her motherhood.
One is not surprised to read the statistics on levels of caseness after a woman has 
miscarried when considering some of the issues discussed. Friedman & Garth (1989) 
assessed the psychiatric status of females using the Present State Examination and 
standardised questionnaires, four weeks post miscarriage. The sample was 84%
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female, 48% of these women were designated psychiatric cases through depression. 
This was four times greater than community samples. Twenty two percent had 
severe depression scores on the Beck Inventory. Garel at al ( 1992) found that half of 
their female sample suffered a major depressive episode. The methodology of these 
results does need to be brought into question. One issue is, that results may differ 
because of the point at which measures are applied after the miscarriage vary 
between studies. For example Prettyman et al (1993) found that depressive 
symptoms in women were resolved after three months. In contrast Garel et al (1992) 
& Neugebauer et al (1992) all contradicted this finding. This was because parties 
such as Garel et al (1992) considered depressive cases over the 3 - month period and 
not the point of prevalence.
A Comparison of the Male and Female Coping Response after Miscarriage
The rate and level of attachment and bonding to the embryo or fetus will have a 
significant impact on a man and woman's response to miscarriage . This in turn 
would suggest difference in the levels of grief experienced after the loss, depending on 
gestational age. Studies by Beil (1992), Eldstein (1984), Peppers & Knapp (1980), 
Theut et al (1989) all propose that the intensity of loss is greater for women than 
men due to the differences in fetal bonding.
The general suggestion within the literature is that males bond at a slower rate to 
the fetus in relation to their partners. Pepers and Knapp (1980) state tha t the 
bonding is slower as the male has no physical bond with the fetus. As a woman 
experiences quickening she will start to dream of the baby and attribute human 
personality to the fetus ( Klaus & Kennel, 1976) . While Conway & Valentine (1988) 
suggest tha t the time lag in male bonding to the fetus may account for their 
difference in grief response. Therefore one could expect that a man’s reaction to the 
loss will be less intense if the miscarriage occurs before any visible signs pregnancy. 
This would include the process of quickening.
This process behind this attachm ent/ bonding appears to be quite different for 
women. Klaus et al (1976) proposes that women do not attach to the fetus until the 
point of quickening, which would suggests the fourth month of pregnancy. I would 
stand in disagreement of this for a number of reasons. The first trimester allows 
enough time for the woman to establish attachment to her pregnancy, even if it be 
through fantasy of what the child is or will be like. As Cecil (1994) found women 
would always refer to the embryo or fetus as, “the baby”. This was also true of 
women who miscarried a blighted ovum or suffered from a hydatiform mole, thus 
never experiencing a viable pregnancy. As one woman said.
It is funny the way I am actually explaining things now. The way I say it 
would be , “ I was three months pregnant and I lost the baby. I do not use 
the word miscarriage. (Cecil, 1994).
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It's as if Klaus’s point implicitly suggests that the pregnancy is not a conscious 
reality to the woman until the baby’s first movements are experienced. Nevertheless 
the presence of physical symptoms in early pregnancy have not been considered 
within the literature. The presence of nausea, anorexia, tiredness, abdominal pains 
and bloating are tangible reminders to the woman that she is carrying a potential 
child. Hutti (1992) found that the reality of the pregnancy began with the symptoms 
such as sickness and breast tenderness. Could this too suggest that the presence of 
physical symptoms, (although negative) have an influence upon the female’s 
attachment to the embryo be it ambivalent or positive. It may provide one 
contributing factor to why some women experience devastation after a first trimester 
pregnancy. The physical symptoms that originally presented as a reminder of the 
pregnancy are no longer there, together with the embryo.
The introduction of ultra sound early on in the second trimester may also influence 
the rate of fetal bonding in woman and possibly even men. Reading (1983) points 
out that the presence of scanning can change attitudes and behaviours towards the 
pregnancy. He argues that the ultra sound scan where the woman (parents) can see 
the fetus can bring forward the attachment that does not otherwise occur until 
quickening. This is also true for the father of the child. Even though the fetus 
cannot be felt it now can be seen. The woman or parents may even leave with a 
photograph of the fetus. Hutti (1992) when reviewing parental perception of 
miscarriage found that men’s identification with the baby did not start until seeing 
the baby on the ultrasound and at the point of quickening. Reading states that ultra 
sound scanning has negative affects if the woman is considering therapeutic 
abortion as the attachment process has been initiated together with the reality that 
she is carrying the life. This too can be generalised to men and women who 
experience a miscarriage after seeing their baby on the scan. In Cecil’s (1994) paper, 
she quotes a woman’s reaction to her second miscarriage, the difference from her first 
was that the woman had now seen the baby on the scan.
Seeing the child in the scan, that’s what made me worse ... If I hadn’t have
seen the child ... I don’t think it would have really annoyed me so much .
It’s just knowing that the child was alive that night and then about an hour
latter, you know what I mean. I’m disappointed more this time. (Cecil, 1994).
Unfortunately their is no quoted evidence on how men felt after seeing their child on 
the ultra sound scan. The realness of the baby seems to be of great importance for 
the couple in response to miscarriage. Research has looked at variables such as 
mother’s age, previous children, subsequent pregnancies, and fertility as measures 
that will influence grief after reproductive loss (Moulder, 1994). However Hutti (1992) 
stated that it is the meaning of the pregnancy that influenced the perception that 
the baby was real, and not such factors, including gestational age. Grief was 
correlated with the identification process with the fetus. Grief intensity was found to 
a  lesser extent when the pregnancy was perceived as real and not the baby.
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Huti (1992) also found that parents suffered from anger, insomnia, preoccupating 
thoughts of the baby, crying , listlessness, tension, irritability and fatigue. Otherwise 
symptoms of the grief response. Women tended to feel a sense of failure over their 
fertility, ability to carry to full term, while the menstrual cycle also became an area of 
dread and disappointment. These results were also demonstrated by (Conway & 
Valentine, 1988, Borg & Lasker, 1980). There was also the tendency for men to see 
the miscarriage as a biological event that entailed vaginal bleeding, and not the loss 
of a baby.
On the other hand Theut ( 1989) studied 25 couples after late and early perinatal 
loss. It was found that attachment occurred in both groups, whereas it was the 
physical qualities of the baby that increased the level of bonding. For example fetal 
heart beat, movement and body change through pregnancy. Therefore those in the 
late loss group were more likely to have established fantasies about the baby, known 
it’s sex and told family and friends about the pregnancy. Meanwhile the early loss 
group stated that the pregnancy to some extent seemed, “unreal”. Theut argues that 
there were less physical details to support the attachment other than hopes and 
fantasy.
Men and women do acknowledge within the literature that their response to the 
miscarriage is often quite different. Beck Black (1991) looked at the differences in the 
reaction after reproductive loss. It was found that women felt that the man’s 
experience was veiy different, due to the fact that they had not lived through the 
biological experience of pregnancy. Women felt they went through the procedure and 
trauma of the miscarriage while men acted as bystanders. It was felt that the 
miscarriage for men was simply an outcome; a  loss of a concept. Although the whole 
procedure of a miscarriage can be a traumatic experience for both partners. What 
may intensify the grief and shock is that couples often do not have a  schema for 
miscarriage events. Not knowing what to expect only serves to make the experience 
more traumatic. This will combine trauma as well as grief which the couple or 
individual may have to contend with.
In Conway and Valentine ( 1988) it was also found that men perceived their wives 
experience of reproductive loss as distinct from their own. The following quotes have 
been taken from the paper to demonstrate this point.
With ladies, it’s the first thing you talk about. You talk about your children.
It didn’t bother me as much as my wife, because guys aren’t around children
and mothers and females talking about children and pregnancy and all that.
It’s not a big problem for guys.
One wander’s whether these quotes actually demonstrate an assistance for men to 
avoid the issues and pain associated with the miscarriage. There is also the fact 
that men loose their prospective roles as fathers once their partner has miscarried, 
yet their is nothing in the literature that approaches the possible impact this has on
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the male.
Men seem far quicker at placing the loss behind them, not understanding how deeply 
it affected their partner (Beck Black, 1991). For women the grief response was 
prolonged, experiencing anniversaries such as the time of when the birth would have 
occurred. Men did not seem as connected to this. Beck Black like others found that 
men restricted communication of their feelings, and were more likely to intellectualise 
the loss rather than express sadness or even sympathy.
Elkin (1990) recognised that the pattern of grief is generally different for men and 
women after miscarriage, not ignoring the fact that sometimes a man's grief can be as 
acute as his partner’s. Yet due to the fact that his body was not affected and that 
societal pressures are different for men than for women, he is more likely to affected 
on a less personal level. Theut ( 1989) found that through the Perinatal Bereavement 
Scale women tended to grieve more than men. This was also true after the birth of 
viable child. An interesting finding was found by Smith & Borgers ( 1988 - 1989) 
while looking at mother's and father’s grief responses after perinatal death. While 
mothers scored higher on the Grief Experience Inventory, men’s score for ‘denial’ was 
considerably higher. This coincides with many of the arguments on the male grief 
response that already been presented in this paper.
Silverman (1981) is also in accordance that men and women grieve differently due to 
socialisation. The idea is tha t the woman’s role is primarily focused upon 
relationships with others. To loose one of these relationships will create a greater 
grief response than in a man (although it may be said that it’s not a question of pain 
intensity, but rather of coping style). Thus in terms of miscarriage and any other 
sense of loss Silverman ( 1981) goes on to state that :
“ I f indeed a woman’s sense of self is inextricably linked to her attachments and 
affiliations, it is clearly not possible for her to suffer a loss or rapture in an attachment 
withoutfeeling her identity has beenfundamentally damaged”.
As seen in the previous section of this discussion, pregnancy is strongly linked to the 
woman’s sense of self. Pregnancy may involve the construction of a new identity 
while miscarriage represents it’s sudden deconstruction. The grief is further 
complicated if the women feels that through the miscarriage she has actually lost a 
part of her self rather than an autonomous baby. Thus the meaning of attachment 
and affiliation have a greater part to play in her response than possibly within a 
man. It is less likely that a man will suffer a  narcissistic injury to the self through 
miscarriage than a woman.
The very individual response to the event and gender variations in coping style after 
the miscarriage place great burden upon the couple’s relationship. As Schiff said in 
The Bereaved Parent, a couple cannot turn to each for support when each is, “... 
bent double from it’s own burden”. Or it may be that the man has not been as affect.
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Whichever the response the impact of miscarriage on the couple can be devastating. 
Borg & Lasker (1980) found that the grief was often withheld in couples, and that 
not until interviewed that they ever spoke of the experience.
The anger, guilt and blame surrounding the miscarriage are unavoidable. The 
difficulty arises when either partner blames the other. He may feel she was not 
careful, while she may feel anger and rage at him because he wished to make love. It 
is a time when one if not both need to attribute a reason to the loss, to make sense 
of it’s meaning and why it happened. In comparison the woman may also be left 
yearning for the baby, whereas the man may have been terrified by his partner’s 
condition during the miscarriage. Thus he is likely to be experiencing relief that she 
is well and ready to ‘start again’ (Borg & Lasker, 1988). This contrast in emotions / 
responses and experience can have inevitable consequences upon a partnership.
As can be seen, differences in coping style can lead to a number of problems within 
the couple. Herz (1984) states man's attempt to help his partner overcome her grief 
may be shaped by what he perceives he would find helpful . She refers to the, “ 
action orientated man” that attempts to distract his wife from her grief, only to 
become exasperated at his failure. Herz highlights that a woman is more likely to 
wish that she express her grief story over and over again. This does not coincide 
with the male response, which is to avoid communication about the events and 
expression of emotion ( Cook 1988). Hence the man may begin to feel futile in his 
attempts to assist his partner. Anger eventually builds up within the couple due to 
this lack of communication. Expression of emotion may become covert with the man 
sublimating himself into work, or arguments arising over unrelated issues ( Herz , 
1984).
These processes may lead to anger in the male while the woman is left feeling 
misunderstood about her feelings, isolated and even desperate. The conflict will 
either strengthen or weaken a  marriage. It is likely that the conflict will turn into a, 
“ ... festering unresolved conflict for the future.” (Herz, 1984). Pressures may 
accumulate further if the woman has not recovered from the trauma and her partner 
is eager to try again. Thus the quality of the relationship declines due to the 
differences in grieving style (Videka - Sherman, 1987).
Although the outcome for couples does not necessarily have to be so tragic. Beck 
Black’s (1991) study found that couples were able to respect each other’s coping 
styles after the loss. This perception had greater impact on the wife who felt that 
although her husband had come through the crises faster, she needed more time. In 
some couples, the loss actually brought them together through increased levels of 
communication. A criticism of this study was that the subjects were all educated 
and relatively affluent. Therefore the results provide insight into one population sub 
group.
Nonetheless some of the previous patterns already discussed began to emerge in this
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study. Women felt burdened by being the only one’s to refer to the loss. Complaints 
included that male partners did not wish to speak of the event, or that they only 
listened to their wives. This would tie into the findings on male grief response.
The core theme in this section is that if coping strategies concerning grief are 
dissimilar and communication and expression is limited, greater stress will be 
experienced by the female. Nevertheless the male may also be suffering silently 
unknown to their partner or the researchers that have attempted to measure and 
quantify emotional pain associated with miscarriage. The fact is that if one or both 
parties degenerate due to their grief, the partnership may eventually breakdown. 
Sexual relations may also end due to the communication breakdown and the 
woman’s fears of becoming pregnant (Herz, 1984). Sex may have turned into a 
metaphor for miscarriage not only for women but for men also.
Is Miscarriage a Different Form of Bereavement ?
In many a sense miscarriage represents a veiy different form of bereavement, 
implicated by a range of factors. The theme that seems to distinguish miscarriage 
from other bereavement is the lack of recognition the loss receives. Stack (1980. 
1984) wrote of a number of points that isolates miscarriage from other bereavements 
. The fact that there may have been no physical evidence of the pregnancy may mean 
that others have not acknowledged that the woman was expecting. She may then 
be embarrassed to reveal that she was , but no longer is pregnant. Hence she is 
deprived of recognition of her loss.
Care givers, family and friends may encourage denial by stating that, “It wasn’t meant 
to be” or that it was, “God’s Will”. This deprives the individual of permission to 
grieve. Friends and family may even avoid talking about the loss, which then 
deprives the couple of recognition of the pregnancy and the traumatic events of the 
miscarriage. Conway & Valentine (1988) reported that participants found it easier to 
grieve if others acknowledged the loss. They also stated that they did not realise the 
extent of their loss as they initially tried to minimise it. This may be due to the 
messages from family, friends and society that seems to wish to deny the 
importance/ significant of miscarriage. The message appears to be, “ Try again and 
everything will be fine.”. As reported by Conway & Valentine one doctor told a couple 
to, “Smoke a cigarette, drink some wine and everything will be fine”.
Stack ( 1980) also mentions that there are usually no rituals such as a  funeral that 
usually marks the loss of a loved one. This is more true of first trimester pregnancies. 
There are also no death certificates that mark the death of the embryo or fetus. The 
event is more likely to be recorded as a ‘scrapping’ (Lovell, 1982) or ‘ removal of 
retained products of conception’. This can cause much distress as the miscarriage is 
perceived as the loss of a family member (Day & Hooks, 1987). Day et al, 1987 reflects 
that life transitions have specific rituals and procedures, the application of which 
allows the individual to move through the transitions more quickly and easily. Thus
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to deny miscarriage the right to rituals must be highly disruptive.
The loss at least from the woman’s perspective may be viewed as a loss other sense of 
self (Stack, 1984). Stack argues that such a loss is harder to over come than a death 
of a loved person. This is true of the first trimester of pregnancy where the woman 
perceives the child as incorporated into her sense of self. This stage of pregnancy 
may also create a complicated grief reaction due to unresolved ambivalence towards 
the conception.
Again the difference in miscarriage as a bereavement is that parents will be grieving 
for a child they could only fantasise about. Expectations and hopes for the child 
together with the loss of being a  parent will also have to be mourned (Conway & 
Valentine, 1988). This form of grieving is set apart from grieving the loss of an older 
child or spouse.
A miscarriage will also give little time for anticipatory grief and preparation for the 
loss (Stack, 1984). The loss is not only sudden but a degree of physical pain and 
trauma is undergone with the experience.
There are also additional pressures that may include a limited amount of support 
from one’s own partner due to their experience of loss. Couples who shared the 
responsibility of the loss and did not blame each other, and were more resilient 
(Conway & Valentine, 1988). It appears to be a time of social isolation, unlike other 
human losses, family, triends, society and even partner provide little comfort and 
support in the event of miscarriage. There is also the expressed concept that men are 
far less affected by the loss than their partner’s.
The differences are many yet the healing process embarked upon is little different to 
other bereavements. A man and a women may still have to travel through the stages 
of grief and tell their loss story (Hall et al, 1990 as reported in Day et a l , 1987), as a 
person who has lost a friend or family member. The only way in which miscarriage is 
different from any other loss, is that society attempts to deny the significance of the 
loss and refuse the time and processes to heal.
Methodology & Ideas For Future Research
The results from research on the area of miscarriage has made generalisation quite 
difficult. Beck Black (1991) illustrates some of the methodological constraints that 
have inhibited generalisation of her data. Although 121 subjects participated 94% 
were Caucasian and married, 63% had a university education and 70% had an 
affluent socio - economic background. Thus the results were biased towards white 
middle class married individuals.
Other problems related to generalisation of the research is that sample sizes tend to 
be small. Conway & Valentine, (1988) used only ten couples in their study . In this
109
case the sample was also select, with participants perceiving themselves as 
successful career wise. Nevertheless the research was qualitative in approach and 
sought to obtain insight rather than generalisation.
The problem with research is that it has not taken into account differences in 
socioeconomic background; whether the parents are together and the people who felt 
they could not participate. There are also no cross cultural studies on miscarriage 
that may enlighten us to how women and men in different cultures and at different 
stages of pregnancy feel about their loss (Slade & Cecil, 1994).
The question of validity and reliability also needs to be reviewed within the literature. 
This involves the tools of measurement that are employed within the research, the 
way in which they are applied and the results they have to offer. A study by Thraper 
& Thraper (1992) employed the General Health Questionnaire (GHQ) and Hospital 
Anxiety & Depression Scale (HAD) to assess emotional functioning in 60 women who 
had miscarried. It was ironic that the HAD inventory demonstrated no significant 
effect on depression while the GHQ did. There is also inconsistencies in the results 
of more recent data on women and miscarriage. The conclusions of such studies set 
out to disrefute the rest, when in reality the incongruity within the data can be 
attributed to inconsistent methodological approaches. This point was previously 
demonstrated with the Garel, 1992 study.
Thus in terms of further research my own bias is to look further into the male 
response in relation to miscarriage, considering that men have been by far under 
represented by the research. This would include observing the male as a cosurviver 
of miscarriage. There is also a need to take into account the ideas presented by Cook
(1988) and Lister concerning the way in which research and measurement of male 
responses is carried out. Can it really be said that the impact of miscarriage is of a 
lesser degree for men, and the rate of fetal attachment and non biological experience 
of pregnancy the cause. Cook (1988) highlighted the importance tha t father's 
paternal bereavement should be studied in the context of his experiences in relation 
to culture, social and intrapsychic experiences. This does not include his partner’s 
perception of his loss and coping strategies. No isolated studies have been 
conducted specifically on men. Any that have been conducted have measured their 
responses with the same tools used to assess women. This in turn  may lead to 
masking of affects and the misinterpretation of results.
no
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Evaluation, Outcome and Process within A Relapse Prevention Group for
abstinent alcoholics.
Aims: The aims of the research was to run a closed 8 week relapse prevention group 
using the Marlatt 8s Gordon (1985) model, for a group of alcoholics wishing to 
remain abstinent. The research assessed clients' ability to apply self-management 
strategies and observed whether the ability to apply these related skills increased as 
they progressed through the group intervention. Clients were also asked to 
complete evaluation questionnaires throughout the course of the group. Clients 
were then followed up eight weeks after the group had ended to monitor rates of 
relapse, and to invite them to participate in an interview whereby they could provide 
direct feedback on their experiences of being in such a  group. This was to enable 
the researcher to obtain detailed process information about the group. Design: A 
within groups design was used for the purpose of this study. Setting: The study was 
carried out within a  community alcohol team. Participants: A total of seven clients 
were allocated to the intervention. A total of six clients were followed up in the 
eight-week period following the group. Measurements: A number of measures were 
applied including The Self Control Schedule; The Relapse Prevention Group 
Evaluation Questionnaire; The Session Evaluation Questionnaire; Drink diaries and 
a semi structured interview designed for the purpose of this research. Findings: The 
findings indicated that 43 % of the group experienced a relapse and one member 
returned to controlled drinking. It was found that clients that relapse demonstrated 
the lowest scores obtained on the Self - Control Schedule. This paper discusses the 
implications of these findings as well as taking into consideration clients' 
evaluations of the group. This includes the implications of group process on the 
functioning and possible outcomes of such groups.
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The Histoiy of group therapy in the 'treatment' of alcoholism can be traced back to 
the 1940's, following the Second World War. As Rao & Ray (1981) state, it was 
deemed at the time , as an efficient method of administering an intervention to a 
large number of people. Since then a  multitude of groups and interventions have 
been developed depending on therapist and 'treatment' center philosophy. These 
have come to include groups such as Alcoholics Anonymous and the Minnesota 
Model, confrontational groups (Miller & Rollnick, 1991), and in the most recent 
decade, relapse prevention groups based on the model put forward by Marlatt & 
Gordon (1985).
Alcoholics Anonymous
Alcoholic's Anonymous (AA) is a  self-help group that has flourished world wide. The 
aim of this group is to provide guidance, advice and instil hope into it's members 
(Yalom, 1985). It's methods include successful members telling their 'stories' 
involving both their alcohol related downfall, and their deliverance from the 
'disease'. The basic philosophy within this group is that alcoholism is progressive 
and without cure. One can therefore only arrest the process of alcoholism and 
hence the slogan, ' One drink, one drunk', or the use of prefixes such as, ' My name 
is John and I'm an alcoholic', despite the fact that an individual may have 
maintained abstinence for many years. Demonstrating an external locus of control 
over the addiction this model veiy much advocates a  'disease' model, whereby the 
alcoholic has no control over their addiction. As Chapell (1992) points out, the 
therapeutic aim of the model is to create hope, openness, self-disclosure, and the 
reliance on the 'group' for help. AA also encourages social networks that may be of 
great benefit to individuals that are isolated. The focus of the philosophy is on 
abstinence, loss of control and the individual's need to develop spiritually.
There initially appears to be a sense of serenity that surrounds this model, or group 
intervention. However as pointed out by Miller & Rollnick (1991) twelve step 
fellowships such as AA have been know to use confrontational /  hostile tactics. If 
this is the case, one may question the therapeutic validity of such groups, and the 
extent to which true motivation to change the addictive behavior has taken place. 
The point being that a number of vulnerable individuals that present to such groups 
may not be encouraged to change due to support, inspiration of other's success to 
overcome the 'disease' and so forth, but rather through a  process of group coercion.
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The point being that a number of vulnerable individuals that present to such groups 
may not be encouraged to change due to support, inspiration of other's success to 
overcome the 'disease' and so forth, but rather through a process of group coercion.
Defending against these observations, Wilson (1976) of AA wrote that the 
therapeutic process within the group begins when, ' ... one alcoholic talks with 
another alcoholic sharing experience, strength and hope/. This author advocated 
tolerance of others short comings, and points of view. In fact the application of 
coercion, authoritarian or hostile tactics were according to Wilson a gross violation 
of the spiritual way of life outlined by AA's 'big book' (Miller 8b  Rollnick, 1991).
Confrontational Groups
Confrontation tactics within group settings are not a novel intervention within the 
'therapeutic' history of alcoholism. The employment of such strategies may have 
been founded on the psychodynamic theories initially put forward on alcoholism. 
Theorists such as Clancy (1961) and DiCicco et al (1978) regarded substance 
addiction as a symptom of underlying personality disorder. This disorder was 
thought to mirror excessive dependence on primitive ego defenses as outlined by 
Anna Freud (1948). To demonstrate this process Fox (1967) provided the following 
description of an alcoholic within the context of the psychodynamic model. She 
points out that the alcoholic may use denial, rationalisation, regression and 
projection within their repertoire of defenses. Fox wrote that the alcoholic, ' ... 
builds up an elaborate defense system in which he denies that he is an alcoholic 
and ill, rationalises that he needs to drink for business, health or social reasons, 
and projects the blame for the trouble he is in.' ( p 772) . This suggests that the 
defenses of the alcoholic are impregnable to conventional forms of therapeutic 
intervention. As DiCicco et al (1978) stated, 1 ... the layers of denial in alcoholism 
runs deep and present an almost impenetrable wall.' It is not suprising that the 
frustration of practitioners of the time, and the rationalisation by certain therapists 
or 'therapeutic' groups led to the belief, that such clients needed to literally have 
their defenses broken down.
This may partly explain the existence of more extreme groups such as Synanon and 
the Daytop model which are known to employ aggressive, authoritarian, 
confrontational and coercive techniques (Miller & Rollnick, 1991). The aim may be 
to break down the individual's defenses related to their addiction, and hopefully
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Now buster, I'm going to tell you what to do. And I'll show you. You either do it or 
get the hell out of Synanon Property ... You don't like it here? God bless you, I'll give 
you the same good wishes I gave other people like you when they left and went to 
jail.. That's the way we operate in Synanon : you see, you're getting a little emotional 
surgery. If you don't like the surgery, fine go and do what you have to. Maybe we'll 
get to see you again after you get out of the Penitentiary or after you get a drug 
overdose. Nobody tells me what to do! Nobody in the world says that excepts 
dingbads like dope fiends, alcoholics and Brush faced covered El Gatos. (Yablonsky, 
1967).
Theoretical intervention and therapeutic approaches have hopefully moved on from 
such coercive and potentially damaging practices as outlined above. This is 
especially the case, when one considers the existence of therapeutic models such as 
motivational interviewing. This particular method is aimed at helping the client 
make the decision to stop their addictive behavior, without damaging their self - 
esteem.
The above is an extreme example, however it does demonstrate the critical role of 
the therapist - client relationship within groups, as well as the client's relationship 
with the group's members (Yalom, 1985). Regardless of therapist orientation, the 
'relationship' has been identified a significant factor in outcome. A study of 166 
patients in individual therapy , found that successful therapy was associated with 
therapists that were rated as being attentive, warm, respectful and 'human' (Strupp 
, Fox , Lessler, 1969). Traux 8s Carkuff (1967) also found that effective therapists 
were linked to the ability to establish warm, understanding and accepting 
relationships with their clients. Such findings can be generalised to the context of 
group therapy.
This brief outline of confrontational tactics demonstrates the damage of framing 
alcoholics as individuals with impregnable defenses as previous therapist have done 
in the past. This expectation may facilitate a  more aggressive approach within the 
therapists, that in turn creates resistance to change within the client (Miller 8s 
Rollnick, 1991). It is therefore important to note therapist variables in the success of 
running groups for alcoholics as well as taking into account the model or 
'philosophy' of the group, be it a  support group for alcoholics, a  family members 
group or a  twelve steps meeting.
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Further Criteria for Substance Misuse Groups.
Fuhrmann & Washington (1984 a, 1984 b) and Altman & Plunkit (1984) highlighted 
a series of specific group therapy values that should be encompassed when treating 
individuals with a  substance misuse problem. They state that groups should 
provide an environment in which the client is able to break through their sense of 
isolation, a  common problem often found in alcoholics. Such a group should also 
provide clients with a  setting in which they can observe others that share this 
common problem. It may also help clients develop their social skills. The group 
should provide it's members with both support and the confrontation that can 
facilitate the client’s ' resocialisation' and problem solving skills.
The group may also provide a  channel through which defenses may be dismantled. 
Feedback from peers may also enable the client to see themselves through the eyes 
of others, and learn how they affect other members. They also state that the group 
can help the substance misuser address difficult issues (without the use of an 
external substance), and how to cope more effectively with life's daily stresses. The 
group should also enable clients to discuss personal issues within the group other 
than those related to the addiction. Therefore providing an arena, whereby clients 
can discuss problems related to personal issues such as relationships, work and so 
forth.
Trying to incorporate all these factors into one group may be ideal although 
challenging. It may be that these criteria could form a  number of separate groups 
for alcoholics such as a  support group, or relapse prevention group. Providing a 
group that incorporates all the above factors may demand a  long term group that 
runs weekly between 6 months to a  year for full benefit to be obtained. The reason 
for this being that a  group would need to fulfil it's various development stages prior 
to clients, for instance being able to disclose to the extent that they can discuss 
personal difficulties within the group, other than alcohol.
Meanwhile, Mullan and Sanguilano (1967 stated that an alcoholics therapy group 
should enable clients to share in their common difficulty ‘addiction’, as well as 
address the alleviation and prevention of the presenting problem. They recommend 
that this is achieved within a  didactic framework. They argue that such a  setting 
enables clients to develop trusting relationships, and allows for an identification 
process whereby the sharing between clients helps them to identify with each other
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as alcoholics. Fuhramann & Washington (1984 a) emphasise the importance of 
structure during the early phases of a group for alcoholics, allowing for an 
interactive approach to develop in the latter stages of the group. It may be that a 
cognitive behavioral intervention would therefore be best suited in the initial stages 
of the group , as clients may be at their greatest need of acquiring coping skills that 
may help manage or prevent an addictive behavior.
Unlike the models, philosophies and interventions described previously there are 
other groups today that are highly structured courses, whereby clients are 
encouraged to participate in behavior rehearsal and group role plays (Ghodse, 
1995). One such model is relapse prevention. The concept of relapse prevention 
within the management and 'treatment' of addictive behaviors was developed by 
Marlatt and Gordon (1985). In terms of therapeutic approach, the model is based on 
psychology's social learning theoiy with the underling assumption that relapse 
process or the decision to remain abstinent follows a series of 'choice points' that 
need to be made by the client (Ghodse, 1995).
It can be said that the relapse prevention model is a  didactic approach to therapy. 
The client is 'taught' a series of coping skills, which aim to maintain a  pattern of 
abstinence from their addiction or even the ability to control the levels of 
activity/indulgence in the repetitive behavior. In an attempt to demonstrate this 
approach Marlatt (1990) used the analogy of a  teacher/ student relationship, 
whereby the therapist takes on the role of guide or teacher.
Marlatt & Gordon's (1985) Cognitive Behavioral Model of the Relapse Process.
To elaborate on this process consider a  client that is tiying to maintain abstinence 
from their drinking, only to find that a  recent argument with their boss has left 
them feeling extremely anxious. This may have placed the client into a  'high risk 
situation', where the option to drink becomes an increasingly appealing method of 
coping with the anxious feelings s/he  has been left with. The model states that in 
the absence of adequate coping skills, the client is more likely to experience a 
decrease in their perceptions of self-efficacy. This may then lead to their first 
indulgence or slip. This is then followed the 'Rule Violation Effect' (Marlatt & 
Gordon, 1985). This 'effect' may lead the client into a process of testing out their 
ability to control the problematic behavior. Characteristic thoughts that the client 
may experience include, 'I've been diy for five months, lets see how I can cope' or,
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Tve had one drink, I may as well finish that bottle of whiskey'. In terms of process 
the client is more likely to encounter dissonance conflict. Self attributions also 
make up part of this process, and may include feelings of guilt and the perception 
that they have lost all control over their drinking. The authors state that this 
increases the client's risk of relapse.
In contrast the client is placed in the same high risk situation, except this time they 
have been taught a series of cognitive and behavioral strategies designed to help 
them cope with the anxiety provoking situation with their boss. The authors state 
that implementation of a functional coping response is likely to lead to an increase 
in perceived self - efficacy and hence decrease the probability of relapse.
A Brief Outline of The Relapse Prevention Intervention.
As an intervention Relapse Prevention is a multifaceted approach. The scope of this 
paper does not permit a detailed outline of this, hence an attempt will be made to 
identify the core features of the model as proposed by Marlatt & Gordon (1985).
The aim of the model is to initially help the client monitor and assess their own 
behavior, and how this may increase the risk of relapse. For example they may be 
taught to self monitor cravings and recognise the subtle as well as obvious cues that 
can cause them to renter the addictive cycle. Following this the client may then be 
made aware of the processes behind their addiction, and how these can bring about 
relapse. This may involve teaching clients about psychological traps such as the 
Rule Violation Affect (Marlatt & Gordon, 1985). The third component of the model 
centers around skills training/behavioral procedures (Wanigaratne et al, 1990). This 
may involve teaching clients progressive relaxation as a  way of managing cravings, 
or anxiety; role-play as part of assertion training; stress management and 
avoidance/distraction techniques as part of implementing new coping skills. This is 
complemented by the fourth component, which focuses on cognitive strategies. 
Clients may be taught how to use coping imagery, cognitive restructuring, problem 
solving strategies and positive thinking as part of the skills process. The fifth 
component introduces life style change. Clients may be encouraged to introduce 
alternative behaviors (other than drinking), such as exercise, meditation and stress 
management.
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A group intervention such as that proposed by this model is often an attractive, cost 
effective option within today's substance misuse teams. However a number of 
factors have to be taken into account if the intervention is to be of any success. 
Ghodse (1995) states that regular group attendance is of vital importance to 
outcome in such groups. Keaney, Wanigaratne and Pullin (1995) noted high 
attrition rates of up to 68% in the running of such groups. The drop out rates were 
associated with client's anxiety about groups, relapse, work commitments, health 
problems and the inability to deal with feelings that the group may evoke. One way 
in which a  therapist can overcome attrition rates is to follow Wanigaratne et aTs 
(1991, 1995) guidelines on the assessment of clients for relapse prevention groups. 
The structure of their assessment includes: (1) arranging to see the client in the 
actual room where the therapy is to take place; (2) outline clearly the therapeutic 
model and expectations of the group; and (3) whether there are any obstacles that 
may affect client attendance, be they psychological or external factors such as travel 
times.
Ghodse (1995) also points out that in the running of such groups there is always 
the risk that clients will bombard the therapist with complaints about the treatment 
approach. In my own clinical experience of running such groups, this is especially 
the case of group members that have regularly attended ÀA, or have undergone the 
Minnesota method of inpatient rehabilitation. Such clients are often unwilling to 
accept aspects of the relapse prevention model that advocate an internal attribution 
coping style, related to concepts such as the abstinence rule violation affect (AVE). 
As Ghodse (1995) states, it is not uncommon for clients in such circumstances to 
exert pressure on the therapist to conform and change the therapeutic philosophy. 
Ghodse (1995) states that this factor combined with poor attendance rates, can 
mean that life for both the group and it’s facilitator may become strained.
Therefore, this may call upon a therapist that is not only skilled in terms of their 
knowledge in the 'model' (i.e. relapse prevention), but is also informed by other 
theories linked to group process, which can aid the survival and success of a  group 
by facilitating factors such as group cohesion (Yalom, 1985). As Schneider Corey & 
Corey (1992) state, when discussing ethical awareness in groups, they emphasise 
the importance of having a theoretical rational that will enable practitioners to make 
sense of the underlying group process. Taking the previously mentioned example of 
clients that challenge the therapist's therapeutic orientation on addiction, the use of 
additional theories can enable the practitioner to interpret such events and contain
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them in a  way that is neither damaging to the group or cause it's disintegration. 
Authors such as Scheider Corey et al (1992) recommend that the practitioner 
running groups has the ability to be integrative in their application of theoiy as, 
different models will highlight different aspects of group process.
Assessment is a key factor in the running of relapse prevention groups, as with any 
group one hopes to run. Motivation to change and stop the addictive behavior will 
also be a key factor in the allocation of clients to such a group. A practitioner 
within addictive behaviors may need to consider the Prochaska & DiClemente (1982) 
Transtheoretical Model of Change during the assessment. A client clearly not in the 
action or maintenance stage should be clearly excluded from such an intervention, 
as they will have limited resources to cope with the demands of the expected stage 
and the therapeutic intervention.
Aims of Research.
The aim of this research was to run a preliminary study into the running of a 
relapse prevention group as outlined by Marlatt & Gordon’s (1985) relapse 
prevention model. The research looked at outcome, evaluation and group process. 
Alcoholic clients allocated to the relapse prevention therapy group had their 
progress monitored throughout the duration of the group and were subsequently 
followed up eight weeks after the group had ended.
In order to test whether clients had adopted any of the self management strategies 
advocated by the relapse prevention group, clients were asked to fill in the Self - 
Control Schedule (Rosenbaum, 1980). Balleck & Schwartz (1976) carried out a 
series of studies that suggested individuals demonstrated significant variability in 
their ability to apply self - control methods. An example of a  self - control method 
would include the ability to use a quick breathing exercise to calm down when 
angered or upset, rather than attempt to control the unpleasant affect through 
drinking. Therefore the prediction made by the research hypothesis was that 
clients’ scores on the Self - Control Schedule would increase as they progressed 
through the course of the group and at follow up. Thus indicating the enhancement 
and acquisition of coping strategies. Equally it was predicted that low scores on the 
Self-Control Schedule would identify those with poor self management skills, and 
hence indicate those at greatest risk of relapse.
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Group outcome was measured in terms of the rate clients relapsed during the course 
of the group, and at the point of follow up. By taking into account the outcome in 
terms of relapse rates, one was then able to evaluate the efficacy of this specific 
intervention.
Client’s were also asked to evaluate the relapse prevention group sessions on a 
weekly basis. Their evaluations of the group were explored further, during 
interviews carried out at follow up. During these interviews clients were also asked 
to comment on their experiences within the group. Subjective perceptions of it’s 
effectiveness were also explored in greater depth. It was hoped that access to 
process issues experienced by clients in the course of the group, would highlight 
issues linked to their perceived efficacy of the group. This study was also interested 
in clients' experiences of other alcohol related groups /  services, and the ways in 
which this influenced their perception of the relapse prevention group offered within 
the out patients community alcohol team.
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Method
Subjects
Subjects within this study were made up of a  client sample taken from an out - 
patient's community alcohol team. All subjects had suffered from prolonged alcohol 
dependency and at some point in the course of their treatment had undergone 
alcohol detoxification. A total of seven subjects were assessed and allocated to the 
relapse prevention therapy group. The sample contained five males and two 
females, with a  mean age of 44, and standard deviation of 3. All subjects agreed to 
commit themselves to the eight week time limited group.
Design
Clients were allocated to one relapse prevention group. Hence a  within groups 
design was adopted for the purpose of this study. The independent variable was 
represented by the relapse prevention intervention (i.e. the group), while the 
dependent variables were the scores and feedback obtained from the applied 
measures.
Measures
Se\f • Control Schedule (Rosenbaum, 1980).
This 36 item questionnaire is a  self report instrument that assesses individuals 
ability to apply self management methods to a  series of common behavioral 
problems. The emphasis is on the individual’s ability to apply general coping skills. 
The following is an example of items taken from the schedule.
' Often by changing my way of thinking I'm able to change my feelings 
about almost everything. '
' When I feel that I am too impulsive, I tell myself, 'stop and think 
before you do anything'. '
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Procedure
All clients were assessed for the group using Wanigaratne et aTs (1990) structured 
assessment guidelines for relapse prevention therapy groups. Once allocated to the 
group, clients were asked to complete the Self - Control Schedule on four occasions. 
This was to measure whether any change occurred in client's ability to apply self­
management skills as they progressed through the group intervention. It was 
administered prior to their participation in the group, half way through the group, 
at the end of the group and one month after the group had ended.
Clients were then asked to anonymously fill in the Session Evaluation 
Questionnaire at the end of each session. They were also asked to complete a 
drinking diary (anonymously) for each week they participated in the group. After 
the final session of the group the members were finally asked to complete the 
Relapse Prevention Group - Evaluation Questionnaire.
The final part of the procedure involved contacting all members of the group, 
including those that terminated their attendance prior to the eight weeks. All 
clients were invited to an interview by the group facilitator approximately eight 
weeks after the group had ended. The purpose of the one to one interview with 
clients was to enable the group facilitator to monitor client’s progress since the 
ending, and provide them with the opportunity to give detailed feedback on their 
evaluation and experience of the group. Interviews lasted approximately an hour 
and a  half and were carried out by the original group facilitator. All interviews were 
audio taped and transcribed.
Group Structure
Due to a  limited resource in psychologists, the service decided to develop a  closed 
relapse prevention group. This group was run over eight weeks by a  counselling 
psychologist. This group was highly structured, and functioned as a  cognitive 
behavioral therapy group. Each group was made up of 8; one and a  half-hour 
weekly sessions based on Marlatt & Gordon's (1985) relapse prevention model. The 
structure of the group, was based on Wanigaratne et al's (1990) topic related outline 
for relapse prevention therapy groups. These topics related to overall life style 
modification and helping clients recognise and deal with high risk situations 
(Wanigaratne et al, 1990). Clients were asked to cany out homework on each
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week's given topic and were expected to read specially designed handouts on the 
areas covered by the group. The topics covered by the group are listed below.
Week 1 Introduction to the relapse prevention model.
Week 2 High Risk Situations
WeekS Coping with cravings
Week 4 Psychological Traps
WeekS Anxiety management (including progressive relaxation skills).
Week 6 Dealing with depressive thoughts and feelings.
Week? Assertion skills
WeekS Problem solving skills.
The seating arrangements for the group members and therapist were circular. A 
white writing board was used during topic exercises. Prior to starting the group 
session clients were reminded of the group rules: (1) absolute confidentiality 
between members and (2) no drink on the day of the group. Following this, clients 
were asked to reflect on positive events that had happened in the course of that 
week, prior to the topic being introduced by the therapist.
Clients in this group had experienced other group settings within the community 
alcohol team. These included in patient rehabilitation programs and community 
support groups such as AA. This may be seen as a  confounding variable, however 
it was in the interest of this research. The research wished to explore the ways in 
which previous group experiences influenced client's evaluation and experience of 
the relapse prevention group. Considers the often urgent nature of alcoholism, and 
the ethics of denying clinical interventions, it would be highly unethical to use such 
exclusion criteria on the grounds of research.
Risk o f Interviewer Bias,
The researcher’s dual role within this study has to be acknowledge, as it ran the 
risk of undermining the reliability and validity of data obtained during the course of 
the research interviews. For example, the fact that clients had known the 
researcher in a  previous relationship (that of therapist), may cause some or all 
participating, to modify their responses during the research process (Banister, 
1995). An example of this would be a  client withholding negative feedback due to 
their empathy for the therapist as a  researcher.
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There is also the risk that clients will enter the interview with their own agendas as 
to the research hypotheses, and desired outcome for the study (Banister et al, 
1995). For example client’s identifying with the disease model of addiction may tiy 
to challenge the efficacy of a  relapse prevention group. These clients may negatively 
perceive the group and the therapist due to this belief. Hence this may further 
influence their responses on questionnaires and during interview conditions.
Clients may also sense the researcher’s anxiety as a  therapist, that all members 
perceive the group as a  positive experience. This may subsequently affect the way 
clients feel and hence bias their responses (Banister, 1995).
The researcher will also have access to ‘privileged’ information about the clients 
participating in this study, due to their role as therapist (Banister, 1995). This too 
in itself may bias the interpretation of data obtained, as it may be viewed by the 
researcher in the wider context of the client’s history and presenting difficulties. 
Also the fact that the clients have known the researcher in a  previous relationship 
(as therapist), may also affect their responses.
Hence a  series of measures were undertaken, so as to control for interviewer bias 
and ensure the internal consistency of data obtained during this process. These 
included the following:
Controlling for interviewer effects'.
i. The researchers own reflexive standpoint ensured awareness of the above 
problems.
ii. Data was triangulated, hence both qualitative and quantitative measures were 
used.
iii. Qualitative interviews were taped to permit inter-coder reliability checks to be 
undertaken (Breakwell, 1995).
Internal Consistency:
The semi-structured interview was specifically designed to ensure a  certain level of 
internal consistency within the clients’ responses obtained under interview 
conditions. A further measure was implemented in the attempt to validate the
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responses obtained during the interviews, as well as control for interviewer effects 
introduced in the course of this process. This entailed handing out the previously 
mentioned questionnaires on a  regular basis. It was hoped that quantitative data 
obtained from the questionnaires would complement any information obtained 
during the interviews, and hence add to the data’s validity obtained during the 
course of this study (Breakwell, 1995).
Data Analysis
Descriptive statistics were used to observe trends within the quantitative data 
obtained. This was primarily due to the small sample size participating within this 
study. As for the interview data, a  qualitative content analysis (Milward, 1995) was 
used to analyse the process data obtained from the interviews. This involved 
classifying data from the transcripts into separated categories /  themes. 
BreakwelTs (1995) guidelines on the use of content analysis and interpretation of 
data, were used when canying out the content analysis. An independent second 
rater was appointed to rate the generated themes. The semi structured interview 
helped provide the initial framework for the content analysis and introduced a  level 
of consistency across interviews.
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Results
Attendance and Dropout from the Group.
Out of the total seven clients attending the relapse prevention group two failed to 
complete the course due to severe alcohol relapse, which eventually led to 
hospitalisation for in patient detoxification. One of these clients (male) relapsed in 
the third week of the group and the second (male) during week five. A further client 
failed to attend sessions 4 & 5 although attended all other sessions. The remaining 
clients attended all the sessions in the eight-week group.
After the group had ended, the eight week follow up demonstrated that a further 
client (male) relapsed six weeks after the group’s ending, and had to be referred for 
in patient treatment. The drink diaries recorded during the course of the group 
indicated that by week five one of the clients had started to introduce controlled 
levels of drinking. At follow up it was found that one client (female) had returned to 
controlled drinking, although one cannot tell if this was the same client that started 
to reintroduce alcohol in week 5 of the group, as the diaries were anonymous. The 
two clients that had initially relapsed while the group was under progression had all 
returned to abstinence and had re-engaged with counsellors at the community 
alcohol service. All remaining clients (n = 2) were still found to be maintaining 
abstinence at the 8 week follow up. The seventh client declined to participate in the 
latter stages of this study.
The Self - Control Schedule.
Table. 1 (Please see following page) lists the scores obtained by clients on the Self - 
Control Schedule. As the table indicates, four out of seven clients that were 
followed up after eight weeks, were found to have an increase in self-control scores 
when compared to scores obtained prior to the start of the group. Only two of these 
clients demonstrated a steady increase over the course of the weeks.
Clients that relapsed in the course of the group (n = 2) had the lowest scores on the 
schedule. The client that relapsed during the follow up period demonstrated a 
decline in score since his allocation to the group, and prolonged period of 
abstinence. One can only infer that there may be a link between low scores on this
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Table. 1 Self-Control Schedule Scores For Total Sample
Client Pre Middle End Follow
Group Group Group Up
1 41 43 51 57
2 21 52 67 70
3 36 42 30 Drop
Out
4  9 5 Relapse 0
5 70 63 70 46
6 4 Relapse Relapse 47
7 15 35 29 45
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schedule (i.e. poor self - management skills) and the rate of relapse within the 
group. The distribution of scores may be viewed in figure 2 (Please see following 
page).
Session Evaluation Questionnaire.
Over the eight-week period, clients rated each individual session. The following 
figures are the total means for that eight-week period. Clients' rated the sessions as 
being 'relatively' pleasant with an overall mean score of 5.3 and standard deviation 
(SD) of 1.1. The sessions were also perceived as being 'relatively ' full providing a 
mean score for the 8 week rating of 3.2 and SD of 1. When asked to rate how weak 
or powerful the sessions were, clients' overall mean demonstrated a neutral scoring 
of 4.8 and a SD of 1. The sessions were over all rated as being 'relatively' special, 
yielding a mean score of 3.6 and SD of 1. However the median and mode score of 4 
may indicate that the group found the session to be more 'mediocre'. The running 
of the sessions was rated as being relatively smooth, giving a mean score of 5 and 
SD of 1. The sessions were also seen as being relatively comfortable with an overall 
mean of 3.4 and standard deviation of 2.
The sessions were perceived as being 'relatively' good, with a mean of 5.7 and a  SD 
of 0.9. Safety was also rated as being relative with a mean score of 3.3 and SD of 
1.9. A neutral rating was obtained for clients' perceptions of how difficult or easy 
the group was (mean 4.7, SD 1.1). The sessions were also seen as being relatively 
valuable with an overall mean of 3.1 and a SD of 1.5. When asked about the depth 
of the sessions clients overall ratings were neutral, yielding an overall mean of 4.5 
and SD of 1.1. A relatively relaxed atmosphere was rated in the course of the 
sessions, with a mean of 3.3 and SD of 1.6.
When asked how logical they found the approach over the course of the group, 
clients felt that is was relatively so, with the mean for this item being 5 and the SD 
1.5. Clients reported that the approach was relatively useful, providing a mean of 5 
and SD of 1.2. They reported that they were relatively confident in the approach, 
yielding a mean of 5 and SD of 1.1. Subsequent means of 5.5 and SD of 1.2 
indicated that clients were confident in recommending the approach to a friend with 
a similar problem.
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Fig. 2 Distribution of Self Control Schedule Scores for total client sample 
within the relapse prevention group
Scores
Follow up 
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Written Feedback,
Clients written feedback on these questionnaires was limited. However feedback 
that was given included the wish to extend sessions, and an expressed unhappiness 
towards one member due to their monopolisation of the group by another member. 
One client requested that the group, ' concentrate less perhaps on anecdotes and 
more on the research work '. The same client complained of the distinction made by 
the model in terms of lapse versus relapse, complained that the group stated the 
obvious and that it should be placed under greater pressure. This person was 
known to the researcher as having undergone rehabilitation within the context of 
the Minnesota model. The data obtained from his follow up interviews also 
demonstrated similar themes.
Relapse Prevention Group Evaluation Questionnaire, 
Sessions
At the end of the eight week group clients were asked to evaluate the group. Clients 
rated the session on anxiety management and relaxation as being relatively useful. 
The overall mean for this group was 5.6, with a SD of 0.55. The session on high- 
risk situations was also rated as being relatively useful with a mean rating of 5.6 
and SD of 0.55. The topic covering psychological traps and the AVE was also seen 
as being relatively useful, with a mean rating of 5.2 and SD of 1.3. The session on 
life style balance and stress was given a neutral rating by clients, with a mean of 4.8 
and a SD of 1.1. The assertion topic also received a neutral rating, mean 4.2 SD
1.3. Interestingly this was rated as the least useful and most uncomfortable by 
clients during the follow up interviews. Finally the session on problem solving skills 
was rated as being relatively useful with a mean of 5.4 and SD of 0.55. The topic on 
depressive thoughts and feelings however received a neutral scoring, mean 4.4, SD 
0.89.
The Course Overall
The course overall was rated by clients as being neither difficult nor easy. The 
mean rating was 4.8 with a SD of 1.1. This mean is virtually identical when 
compared to clients weekly ratings on this item. Clients rated the course as being
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relatively valuable with an overall mean rating of 3 and SD of 1.9. These figures are 
also similar to the overall mean ratings of the group sessions for this item.
The course was seen as being relatively relaxed with a mean score of 3.2 and SD of 
1.8. Once again we see a similar pattern whereby these figures closely resemble 
those obtained for the weekly ratings. The group overall was rated as being 
relatively full, with a mean of 3.4 and SD of 0.55. When compared to the weekly 
ratings the figures were also similar, except that the level of agreement appears to 
be greater amongst clients on the overall evaluation of the group, than that for the 
weekly ratings. Finally the course overall was rated as comfortable, mean 2 and SD 
of 0.8. However when compared to the weekly mean rating clients rated the 
sessions as being only relatively comfortable (mean 3.4, SD 2).
Group Content
Clients rated that the use of role-play and practice within the group sessions as 
neither too much nor too little. The overall mean for this item was 4.5, with a  SD of 
0.6. The use of teaching and imparting of information within the sessions was also, 
similarly rated, with an overall mean of 4.4 and SD of 0.5. Clients rated the time 
spent on individual problems as being relatively little, with a mean score of 3.4 and 
SD of 1.6, median 3 and mode of 2. The indication of the median and mode is that 
clients felt that too little time was spent concentrating on individual problems. This 
was further emphasised by half of the group (n = 3) during the follow up interviews.
The length of the session, was rated as being neither too long or too short (mean
4.4, SD 1.5, median 4, mode 4). However during the follow up interview all clients 
stated that the group should be extended by a further half an hour per session. The 
length of the course was seen as being relatively short, obtaining an overall mean 
rating of 3, SD of 2.3, median score of 2 and mode of 2. During the follow up 
interview most clients were emphatic that the group should be extended to twelve 
sessions.
Homework tasks were rated as being little, obtaining a mean rating score of 3.8 and 
SD of 1.1. The median and mode for this item was 4. Possibly indicating that the 
overall majority felt that there was neither too much, nor too little homework. The 
course overall was rated as being relatively logical, obtaining a mean of 5.2 and SD 
of 0.84. Meanwhile the group demonstrated that they were confident in
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recommending the group to friends with similar problems. The mean rating for this 
item was 6, with a SD of 1.
Qualitative Content Analysis.
The nature of the interviews revealed extensive categories and themes, all of which 
are related to the overall experience of the group, being an alcoholic, relapse process 
and so forth. Unfortunately the scope of this paper does not enable a detailed 
reporting of all themes and issues brought forward by this client sample. I have 
therefore attempted to isolate the most salient themes related to this study.
A Cohen's (k) Coefficient was calculated to test inter rater consistency of generated 
themes/ categories. This yielded a 75 percentage agreement, and a (k) coefficient of 
0.72. Therefore suggesting acceptable levels of consistency.
Expectations o f the Group.
Clients’ expectations of the group appeared to vary. Client 1 was hoping for 
support. There was the expectation by a number of clients that time would be 
equally shared amongst the groups' members. To their disappointed in the early 
stages of the group they found that one of the clients (Client 3) was monopolising 
the group (Yalom, 1985). As one client said on the topic of the monopoliser:
You know I found, I mean there was certain characters in the group I mean Fm not 
mentioning any names, but took up the whole you know session up. And you know Fd 
look at it, the group should be equally shared, you know it w as concentrating on this 
chap all the time I  felt, you know, I did feel well what about me? Or what about the 
other people?
(Client 1, male).
It is interesting to note that the lack of challenging within the group indicated to one 
of the clients, that the intervention he was receiving was not, ' group therapy '. The 
same client also expected that the issue of relapse should have been dealt with, ' In 
a more draconian way. '. Two clients including the previous mentioned expected to 
be reminded of the full consequences and horrors of drinking during the course of 
the group.
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I don't think I entirely agree with the philosophy that does not sufficiently hold in 
peoples' mind just what a horror drinking is, and what horrors drinking leads onto. 
Erm, I mean death is the ultimate horror. I dont think that anybody has said ... 
drinking for an alcoholic is lethal, it's fatal it accelerates death.
(Client 2, male).
Expectations also included the group to be greater in size and for some to resemble 
an AA meeting, where one group member would dominate each session. It was also 
expected to be,
... more gritty ... more recovery orientated. And then erm, I suppose echoing some sort 
of AA thoughts on the nature of recovery as such.
(Client 2, male).
Clients also expressed an anxiety about homework tasks, and relief that these took 
no longer than a few minutes each week. Half the clients interviewed also expected, 
that the group would act as a revision process of information and skills previously 
learnt or acquired through common sense.
I was in mixed feelings really, I think I was not frightened I was worried about 
homework and that sort of thing ... /  don't know, I think it went really well, I mean it 
was really what I expected, I mean I expected it to be repetitive to a certain extent. 
(Client 6, male).
Group Structure
Almost all clients interviewed stated that each weekly session should have been 
extended by an extra half an hour, and that the overall group be extended to 12 
weeks. The covering of different topics and the structured approach to the group 
was also rated positively by clients. However feedback indicated that more time 
needed to be allocated to individual topics. Clients also expressed the need for a 
follow up session as a  means of obtaining a, top up', and reuniting with members of 
the group.
It was also felt by group members that time needed to be made up for others turning 
up late. They also felt that extra time was needed so as to explore any personal 
difficulties members may be experiencing, and to cover the week's topic in greater 
depth. It was also felt that the extra half an hour would allow the session to 
gradually wind down and help clients to,
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... tie any loose ends ... sometimes you go away with a slightly loose end, and you sort 
of, it worries you for a couple of days or something.
(Client 5. male).
Another client complained that due to the intense nature of the group that she 
would find that,
... Getting into the car and driving back was pretty hairy because my mind was still in 
the group... And I found I was having difficulty concentrating on my driving.
(Client 6, female).
Three out of the total interviewed felt that personal problems should be explored 
within the sessions. These clients were focused on the support that should be 
provided by the group structure; the learning that can occur when listening and 
identifying with other's difficulties; and the expectation that the group should, 
’compassionately challenge' fellow members.
... there might be something going on with someone else that could happen to you, or 
has happened to you that you know you could think about how you dealt with it or 
how you would deal with it if it was you.
(Client 4, female).
The remaining clients were adamant that personal problems should not enter the 
context of the relapse prevention group and that this interfered with their 
expectations of the group's objective. Client three (male) would frequently refer to 
the presentation of personal problems within the group as the, 'psychological 
dustbin'. Client 5 recognised the need for individual therapy as an adjunct to the 
group asking. "Do you think it's enough to just have the group?. This client reflected 
that should he have found himself in a similar position he would, “...go and see my 
counsellor about my specific problem, because it's come to this, but it’s  something I 
need to discuss. ”. Client 6 (female) summarised the feelings and reactions 
associated with a group member, when the realisation set in that Client 3 was 
monopolising the sessions with his personal problems, that were not relevant to the 
group.
Just occasionally ... I can't remember his name, the chap that stopped coming. Again I 
could see the danger we were going to get into, a sort of getting off the subject and 
going else where, and you were very good at pulling it back on course but there was
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always the danger, one felt nervous that he was going to use the group to help just 
himself on that particular occasion. In which case everything could go by the board ...It 
worried me. It frightened me I could see it might happen...That the group subject could 
go by the board in order to take in, and that is very strange for me, cause I feel that the 
whole point of the group was, that yes if you've got a problem, it's a good place to bring 
it up. But that to me wasn't the purpose of our group.
(Client 5, female).
So far the two categories have demonstrated a common link, the role of the 
'monopoliser' (Yalom, 1985) within the group and the impact on process and other 
member's reactions. The monopoliser in this case was Client 3. Ironically he 
complained repeatedly of clients dominating the group with their personal problems, 
and the inappropriateness of this behavior as it interfered with the prime objective 
of dealing with the alcohol. The reality as pointed out by all clients interviewed 
within this study was that Client 3 interfered with the functioning of the group with 
his personal difficulties, and prevented the group from fulfilling it's objectives.
A number of clients also expressed their dislike for the didactic structure of the 
group, the circular seating arrangements and the presence of the white board. As 
Client 6 stated, ‘Tt reminded me too much of a training course.”.
Both Clients 2 and 3, which had relapsed in the course of the group, highlighted the 
importance of having a ‘recovered’ alcoholic as facilitator or at least co facilitator of 
the relapse prevention group. These clients identified the fellow alcoholics as a more 
appropriate form of support, and the ‘expert’ rather than the professionally trained 
therapist. As advocated by AA such an example (the abstinent alcoholic) serves to 
inspire hope and is an appropriate role model for the alcoholic.
One comment Ifrequently heard was something along the lines of, ‘they're supposed to 
be the experts', but we're the experts cause we're the ones going through it.
(Client 3, male).
It is important to note that both these clients had a difficulty accepting the rational 
within the relapse prevention model during the course of the group, and had the 
lowest scores on the Self - Control Schedule.
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Relapse Prevention Versus Other Group Interventions
In comparison to other alcohol related groups attended by clients within this study, 
the relapse prevention group was rated as quite favourable. Comparisons were 
drawn with Alcoholics Anonymous and local rehabilitation services. The striking 
feedback from clients was the indication that hostile tactics were still in vogue in 
one particularly well known rehabilitation centre run by ‘recovered’ substance 
misusers, which for the purpose of this study will be referred to as ‘XXX’. Please 
note the following discourse between the client and interviewer:
I’ve been to XXX which I would say is like hell and back, especially for 
someone in my situation who are grieving over family loss. To go in there and 
people swear at you and say that you should have done this and should have 
done that.
Who was swearing at you?
Oh it was counsellors, counsellors saying, oh you know, about certain things 
about my family upset me. It’s  kind of a group, they try and break you down, 
you know mentally break you down, make you cry in groups like that.
(Client 1, male).
Client 4 (female) described XXX as being ‘too hard’ and could not withstand more 
than 2 weeks out of what should have been a 12-week programme.
When comparing the group to AA, clients complained of individuals dominating AA 
meetings, indoctrination (‘...it’s  a dogma) and hypocrisy to name but a  few. Client 2 
described the AA process as, * audience participation ‘ and did not see it as 
conducive to changing an addictive behaviour. The meetings were seen as going no 
further than story telling. Client 3 provides the following summary in relation to his 
thoughts on AA.
. . .It  doesn’t sit well on my shoulders, I never came out of there with any sense of er, 
advancement or achievement There was too much mea coulpe, mea coulpe kind of 
thing, and brow beating.
(Client 3, male).
Even those that had not attended an AA meeting developed negative associations 
linked to the group, and feared the importance of not drinking would be, ‘ drummed 
in ‘. They were also uncomfortable with the prefix, ‘ My names X and I’m an 
alcoholic.’ Clients also raised the difficulty in identifying with the spiritual aspect of
Client:
Interviewer:
Client:
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the model, ' One still felt very, well it is God, and I am not a particular strong 
believer/. Client’s also complained that AA had a certain lecturing’ style to it’s 
meetings.
I must admit I’m going on what everyone has said because I have not been to AA, but I 
really don’t like what I’ve been told and the way everyone says it. I just, the way to 
me is like laying the laws down and everything, and I think to me that it’s  totally the 
wrong w a y .
(Client 5, male).
In comparison to AA, clients felt that they were not lectured at within the relapse 
prevention group. Client 6 described the differences between the models, using a 
Transactional Analysis model, identifying a parent -  child relationship in AA 
between the organisation and it’s members, and an adult -  adult dynamic within 
the relapse prevention group.
... AA to me was parent -  child. You were the naughty person in a way you 
misbehaved, and you had to be put on the straight and narrow.
(Client 6, female).
Other comparisons drawn by clients was the relaxed atmosphere of the group , the 
fact that the group wasn’t over burdened with rules and guidelines and that it did 
not conform to AA stereotypes of an Alcoholics * meeting’. Other positive factors 
highlighted about the relapse prevention group in comparison to AA was; (1) it’s 
accessible structure; (2) the group size; (3) frame and (4) the boundaries of the 
group allowing for continuity in member attendance; and (5) the chance to get to 
know those they shared the group with. Client 2 made a negative comparison, in 
that the group was, * less tough ’ than AA. This client once again raised the 
importance of challenging clients with an alcohol problem, due to running the risk 
of collusion. This client stated that, ' to let somebody get away with bullshit, is the 
worst thing that you can do. ’.
Client 1 emphasised the avoidance of an alcohol group that can occur following a 
relapse. This is especially the case when the client expects criticism, put downs or 
rejection , as was this client’s expectation of AA .
... Lets face it I would say the majority of people have been through exactly the same 
thing . And you do, you feel a lot of guilt that you’ve let down your fnends, you’ve let 
down the people here.. You feel a lot of guilt You don’t need that, and I’ll tell you it
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takes , I would imagine it takes someone who’s been through that to come back into 
the group , it takes them more courage for them to come in and face up to i t ... I mean 
I’ve got to adm it, like the situation of, I had to go to an AA meeting , I wouldn’t go. I 
would come back to this group, because I know I wouldn’t be, you know, wouldn’t be 
slated. You would get the support, people would understand.
(Client 1, male).
Perceptions o f things learnt in the relapse prevention group.
When asked to recall things that may have been taken and learnt from the group, 
client’s responses were not highly indicative of them having learned a new repertoire 
of coping skills . This may suggest that recall was poor. Client 1 mentioned the 
avoidance of high risk situations, however his coping strategy for dealing with 
conflict involved total avoidance. Client 4 pointed out the ‘unconscious’ nature of 
things learnt in the group and the instinctual application of skills learnt within the 
group.
. . . I  was beginning to get really wound up with this couple from AA, and I sort of 
started doing the relaxation bit cause I really wanted to blow, I really wanted to ... I 
don’t think you consciously think, oh well I learnt that, it came in.
Other comments made by those that relapsed included, ‘obviously not* although 
Client 2 that experienced a relapse in week 5 was conscious of talking himself 
through the relapse process. Other comments included the group providing the 
opportunity to review the past and related drinking behaviours, as well as introspect 
on the issue of, ‘how did I become?*. Clients also noted that it wasn’t a matter of 
‘learning’ new skills within the group, but rather a case of being, ’reminded”.
Perceived benefits of attending the relapse prevention group.
All clients within this study reported that the benefits of attending the group was 
having the opportunity to meet with a group of people with whom they could identify 
and share the same underlying difficulty, alcoholism. As Client 5 stated, the benefits 
of the group was it’s perceived,
... structure and the erm feeling safe. The being with people that who knew exactly 
what you were going through... You can be yourself, you are not having to pretend to 
be someone you’re not... And also that you’re normal, which is very important because 
you can’t help but feel that there is something wrong with you if you’ve got a problem.
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(Client 6, female).
Other perceived benefits were the group providing a sounding board for clients, a 
provider of feedback and a booster of confidence to make it to the next week without 
a drink. Other benefits quoted were the breaking of social isolation, and support. As 
summarised by client 2 the benefits were, “Shared experience, shared problems, 
insights, comfort, reassurance, all those things.”. Client 1 stated that, "... the coming 
together of the group was a help in it's self. ”.
Trust, Disclosure, Challenge & Safety.
Fear of challenging members of the group, and ambivalence about disrupting the 
group’s status quo were listed as some of the reasons not to challenge members 
within the group. When reflecting on the impact of Client 3’s monopolisation of the 
group, Client 1 stated that he had considered the possibility of challenging this 
member.
... but I thought to myself, you can’t do that cause you know it’s  a specially structured 
group and you can’t upset the group.
(Client 1, male).
Client 4 stated that she avoided challenging Client 3 due to her own awareness that 
she did not appreciate being challenged by others when she was in a similar stage 
as him (in the throws of relapse). These subsequently led to feeling of anger towards 
the client, as expressed by other group members during their observation that 
Client 3 was not ready to stop drinking.
I mean the first one made me quite angry to start with cause I thought, well you’re not 
ready so why do you keep ... why do you keep coming back.
(Client 4, female)
However the role of challenging clients was primarily perceived as being the 
therapist’s duty. This included the expectation that the therapist would challenge 
clients that were suspected of breaking the no drinking rule, and asking such 
members to leave. Such an incident did not actually occur within the group, 
however members did suspect others within the group had violated this rule and 
expected the therapist to automatically sense and challenge this.
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I think if the majority sense that, and I would have thought the leader of the group 
would sense it as well You know and would say, look. ... But I think it’s  up to the 
people that are running the group to say th a t... I mean I would have loved to have said 
that, but it’s  not my job.
(Client 1, male).
Perceived safety within the group was associated with a number of factors. This 
included the small number within the group, especially for those that had attended 
alcohol groups with as many as twenty and forty members. Another factor that was 
significantly found to influence clients perceived sense of safety and containment 
within the group, was the continuity in group attendance. Clients that dropped out 
or failed to attend all sessions had the following impact.
Honestly I thought, well no it’s  not all right. You can’t do that if you’re having a session, 
a group like this. You know you’re sharing things, which you know are important to 
you, and you trust people. And when they go away, you think to yourself, well you 
know. And they come back in again and they expect you to trust, to share your feelings 
with them again, it’s  a bit off really.
(Client 1, male).
This issues was also raised by Client 5 who emphasised the importance of clients 
committing to all eight sessions. This was an area identified by the clients, for the 
therapist to improve.
What became evident from the interviews was that trust, safety and disclosure were 
factors that were linked within a given process. As already seen disclosure was 
prevented in Client 1 due to the disruption in ‘bonding’ and the establishment of 
safety that hopefully is established in groups. Suspicion of group rules being 
broken also impacted on this process. The belief that (1) a group member was not 
taking the group seriously; (2) the inability to guarantee confidentiality; and (3) the 
‘instinct’ in Client 5 that members in the group were not adhering to the ‘rules’, 
were reported by clients as being factors that would negatively influence disclosure 
and safety within the group. Client 6 noted that the group,
... wasn’t deep enough for one to get into a problem I think. There wasn’t the 
opportunity to talk about yourself really. So I don’t think anyone was going to give 
away too much.
(Client 6, female).
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It became increasingly obvious that clients within the group were demonstrating 
vigilance of other group members. They were all especially sensitive to non 
attendees and immediately associated this with the non attendee having returned to 
drink, and was thus avoiding the group. This would often evoke feelings of concern 
in group members who reported a range of feelings that included guilt, and the 
thought that may be they had not done enough to help that member. Loss of 
concentration was also experienced during the group session due to distraction 
caused by the missing member and concern for their well being.
Well the first thing is you wonder where they are and if they’ve gone back to the booze, 
or they’ve done something stupid, or. And, it probably takes time away that you could 
be thinking about other things. I mean the first time X  didn’t turn up I said to B, 
where’s  X? And he said I don’t know, I think he’s got a problem. And I automatically 
thought oh God no. So I was constantly thinking about that in the course of the 
meeting, where as concentrating more on the meeting.
(Client 5, male).
Adjustment Issues.
Finally, a number of clients stated that it was important to address the ‘future’ 
within the group. This appeared to be a natural progression from completing the 
relapse prevention intervention. ' The Future ‘ was often viewed as a  process of 
adjustment clients needed to address once having achieved the skills and insight 
into the addictive behavior, it’s maintenance and management. The consensus was 
that this should be addressed towards the end of the group and should focus on 
issues such as finding employment, disclosing their history of alcohol misuse, and 
relationship issues. Client 6 noted that the following needed to be addressed,
Hopes, aspirations, fears ... careers as most of us are unemployed I think ... The help, 
the problems that might arise in going forward ... just generally the future, because we 
are dealing with the short term really.
(Client 6, female).
The adjustment between the drinking and non drinking self also had to be made by 
clients. One client noted the profound impact this had on family, friends who noted 
the change in personality and interest. Clients noted a distancing and ‘removal’ 
from friends that had previously had shared the social context of drinking, and a 
recognition of alcohol problems in others. The sense of having to, ' start all over 
again* in the establishment of new friendships, led one client to experience feelings
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of insecurity. The extent of the adjustment process for the recovering alcoholic, 
their friends and family is demonstrated by the following quote.
... /  couZd recognise, I saw  myself as a different person, but to other people I must have 
appeared a complete different person ... /  know my brother’s  Family went through hell 
adjusting to the knew man that suddenly lived with them and ended up having years 
of family psychotherapy.
(Client 6, female).
149
Discussion
As noted in the results section the interviews carried out at follow up yielded a 
number of issues related to the group’s evaluation, group process issues and clients 
experience of the relapse process and alcoholism. Issues have been identified within 
the data that emphasise issues of relevance to the practitioner in the field of 
addictive behaviours, which maybe taken into consideration when attempting to run 
therapy groups.
Not enough information was obtained from the Self -  Control Schedule (Rosenbaum, 
1980), that could be generalised to the general population due to the small nature of 
the sample. However there is a possible link between the prediction of relapse and 
those demonstrating a low ability in the application of self-management skills. It 
may be that such individuals have less coping skills and are therefore at greater risk 
of relapse. To test this hypothesis a  larger scale correlation study would have to be 
carried out to test the relationship between these two variables. If found to be 
significant the Self -  Control Schedule could prove a  valuable tool in the screening 
of clients, and in the prediction of relapse risk.
The relapse rate within this group three (43%) out of the total sample, with one 
client returning to controlled drinking. It is difficult to say whether this outcome 
was due to the failing of the group intervention or other variables, for example 
clients’ exposure to previous models such as AA and Minnesota. These models 
advocate an external locus of control over drinking. Hence, this may 
simultaneously influence the client's decision as to whether or not they can control 
a relapse, and their ability to apply coping skills advocated by the relapse prevention 
group.
The quantitative data obtained from the questionnaires, found that the clients did 
not rate the group as being veiy deep, powerful or good. In fact the feedback ratings 
for the group were generally average. The qualitative data obtained in the course of 
this study may aid interpretation of information gathered from the quantitative 
measures. Taking into consideration the feedback given by clients during the 
interviews, these initial ratings may be linked to certain members’ expressed 
ambivalence about the group, and their efficacy expectations of this approach.
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According to the quantitative data, clients felt that the model was only ‘relatively’ 
logical, they would recommended it to others. This feedback may reflect a certain 
degree of client dissatisfaction due to their perceptions that the group did not fulfil 
certain expectations. Once again this was indicated by the qualitative data. It was 
during the interviews that a  number of clients stated that various needs such as 
challenging, support, time allocated to addressing adjustment problems and 
individual difficulties were not met. The interviews also revealed that a  number of 
clients had invested a  significant part of their belief system in the ‘disease model’ 
and it’s management of addiction. The fact that the questionnaires report that the 
group was seen as ‘relatively’ logical may to some extent be due to these individuals. 
It is not unlikely that these group members experienced a  certain degree of 
dissonance between the principles outlined by ‘relapse prevention’ and those found 
in a disease based model. Hence this finding.
The quantitative data found that despite some mediocre ratings of the groups, it’s 
members stated that they would recommend it to others. A possible factor that may 
explain this process is that clients during the interview reported that an important 
aspect of the group was identifying with others, sharing a common problem and 
obtaining support. As one client stated, the benefit of attending the group was the,
Shared experience, shared problems, insights, comfort, reassurance and
all those things.
(Client 2, male).
It may therefore be argued that that actual experiencing of the group, it’s members 
and it’s process, is more important than the underpinnings of relapse prevention 
theoiy within the group.
The quantitative data indicated that all topics covered in the group were also 
regarded as ‘relatively’ useful, except for the assertion topic and the session on life 
style imbalance and stress. In terms of the group session on assertion, the 
qualitative data further indicated that clients felt uncomfortable during the group 
exercise /  role-play. The therapist may need to be vigilant to cues within the group 
which indicate that members are not ready to take risks, especially if a  topic covers 
an issue that a client or clients may be experiencing significant difficulty with. All 
clients that complained about this exercise were those that had problems with 
either being under assertive or aggressive. Carrying out such an exercise therefore
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carries the risk of venting extreme emotions. This has been identified as a  risk 
factor by Schneider Corey et al (1991) who state that the therapist should be 
sensitive to the group’s ability to take risks at a  given point in time.
Both the quantitative and qualitative data found that clients felt the topics on life 
style balance and stress were not adequately covered. Keeping this and the latter 
point on assertion in mind, the therapist running such groups may need to make 
additional time for planning sessions and exercises that meet the group’s needs. 
They may also need to take into account group process as an additional variable 
that may impact on their ability to participate within given exercises. This was seen 
when clients’ felt uncomfortable during the session on assertiveness. It was found 
during the analysis of the data, that the qualitative information obtained during the 
interviews, helped elaborated on information obtained from the series of evaluation 
questionnaires. Otherwise interpretation of the quantitative data would have been 
limited.
Clients rated other topics such as anxiety management, relaxation and 
psychological traps as ‘relatively’ useful. Scores on the Self-Control Schedule 
indicating the ability to apply self management skills, did show an increase in post 
group scores in four of the seven group members. This may suggest that a number 
of clients were using some of the skills taught in the group. However further 
analysis of the qualitative data found that clients made limited reference to skills 
learnt in association with topics covered. When asked whether they did learn 
anything, feedback was generally limited under interview conditions. Those that 
relapsed gave comments such as, ‘obviously not’. This may suggest that an eight 
week, time limited group is insufficient in it’s goal of relapse prevention. Alternative 
explanations may be that the actual experiencing of the group and it’s dynamics 
were4 of more importance to the group, or that relapse prevention skills for some 
members may have become automatic and therefore less conscious.
It also became clearly evident from the qualitative data that clients expectations of 
the relapse prevention group was strongly influenced by their experiences within 
different ‘treatment centres’ and philosophies. The expectation to: (1) learn about 
‘research* within addiction and alcoholism; (2) experience a  more ‘draconian* 
approach to the therapeutic intervention; (3) the expectation of consistent 
challenging within the group; and (4) a  reminder of the ‘horrors’of drinking, appear 
to be consistent with clients’ experiences of AA, and rehabilitation within the context
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of the Minnesota model. This was especially captured by the client who expressed 
the expectation that the relapse prevention group would be, ' ... more recovery 
orientated. And then erm I suppose echoing some sort o f AA thoughts on the nature of 
recovery. '.
This factor has highlighted a very important point for therapists as such 
expectations may impact on both the client’s experience of the group, outcome and 
the group process. In the current researcher’s experience of running this relapse 
prevention group and subsequently others, clients influenced by the beliefs and 
principles often advocated by such models, experience considerable dissonance 
between their expectations of what an abstinence group should represent and what 
they encounter within relapse prevention. Practitioners may need to explore clients’ 
experiences of other models within addictive behaviours and the extent to which 
they have invested their own belief system within that model. This factor may also 
be considered as an inclusion or exclusion criteria for allocating to a relapse 
prevention group.
It was noted in the course of this study and other relapse prevention groups 
administered within this service, that clients that had heavily invested in the 
preaching of AA were more likely to disrupt sessions focused on topics such as the 
AVE (Marlatt & Gordon, 1985) and preventing a slip turning into a  relapse. As 
noted by Ghodse (1995) a  similar process occurs whereby such clients start to 
heavily challenge the therapist and the therapeutic model employed within the 
group. This process was also identified within this study. This in turn may impact 
upon and disrupt group processes, such as group cohesion (Yalom, 1985).
This is not advocating the total exclusion of such clients. However it does hope to 
draw the practitioner’s attention to the processes that can evolve in a  relapse 
prevention group due to such clients, and the need to employ a  series of therapeutic 
skills to contain the possible disruption to the group. It may equally be argued that 
clients will only take on board aspects of the relapse prevention model which they 
perceive as being applicable to themselves, while filtering out that which they feel is 
irrelevant. This process was clearly identified within this group. Therefore to 
exclude such clients from the group encounter may also deny them the opportunity 
to experience the existence of a  group with a  common aim and presenting problem. 
As one client said when asked about the most helpful aspects of the group, ' I  would
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say well, you know, the sharing o f a meeting. Sharing with people you know, that’s 
the most important thing I  would say.
As advocated by authors such as Keaney et al (1995) and Wanigaratne et al (1991), 
assessment of clients prior to allocation to this intervention is of vital importance. It 
is at this point that the importance of assessing the motivational stage in which the 
client resides, needs to be emphasised. This is regardless of the referrer’s 
perception that the client is at an appropriate stage to be allocated into the group. 
In the results section we encountered Client 3, an individual that had recently been 
discharged from an in patient detoxification (without attending any additional 
rehabilitation), and was referred straight to the group. This person soon became 
precontemplative about his drinking, started testing his ability to master the 
addiction by drinking excessively, followed by attempts to remain abstinent on the 
day of the group. It may suggest that clients that have very recently been discharged 
from an in patient detoxification, should receive the close monitoring and support 
provided within the context of individual therapy. Ideally this would be until the 
client has consolidated this transitional period and is ready to move into the next 
stage in the change process. This being action , maintenance and attendance to a 
relapse prevention group.
The same may be applicable to clients that have been referred to the group, despite 
additional presenting problems such as loss or bereavement. Once again in the 
current researcher’s experience of running relapse prevention groups, there is a  risk 
that such individuals will use the group to vent their difficulties. Such clients may 
best be contained within the context of individual therapy, whereby attention can be 
focused on such issues as well as managing relapse. It is not surprising that one of 
the group members within this study kept highlighting particular members’ need to 
take certain issues back to individual therapy. These individuals were not deemed 
appropriate within the structure of a skills orientated group such as relapse 
prevention. Nevertheless, it is important to note that the therapist is able to cope 
with clients that present in crisis, drunk and even in withdrawal during the course 
of the group within a  substance misuse setting.
Individuals such as Client 3 encountered in this study, often evoke anger and 
frustration in group members due to their monopolisation of the group with crises, 
and the fact that they are obviously not ready to give up their addiction. Due to the 
nature of the stage such clients reside, they may not share the same drive, goal and
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objectives of a  client that had clearly moved into the action and maintenance stages. 
Observations of group members as Client 3 dominated one session after the other, 
included passive aggressive responses such as continual sighing and blank vacant 
expressions. Similar responses have also been reported by Yalom (1985) when 
discussing the nature of difficult clients that dominate the group forum. Yalom’s 
(1985) advice when faced with such a client within a  group (especially during the 
early developmental stages of the group), is for the therapist to intercept the 
process, than allow fellow members to take over. This can subsequently lead to a 
non therapeutic attack. An example of this would be members of the group telling 
the individual dominating the session(s) to literally, ‘ shut up!*.
In terms of group process an interesting observation was made in terms of the 
dynamics that existed between Client 3 and the group. An unpublished study by 
Yalom & Houts (1965) found that group monopolists rated their group activity 
within the group as being veiy low, where as fellow members rated the monopolist’s 
activity as very high. During the interviewing process for this study, Client 3 
complained continuously that others dominated the group with continual ramblings 
of personal problems, which he then came to refer as the ‘psychological dustbin '. 
Meanwhile all the other clients within the study identified Client 3, as the man in 
crisis, in need of continual help and the obstacle to the group’s true objective. 
Psychodynamic theoiy can be used to explain the process that occurred within this 
context and somehow relate it to the findings of Yalom & Houts. The 
psychodynamic explanation for this process would maintain that Client 3 unable to 
accept the *bad’ aspects of his behaviour within the group has projected it onto the 
other group members.
When considering the issue of ‘dual role’ within this study, the researcher made a 
primaiy observation. This was the clients’ feedback to the researcher, on her role 
as the group therapist. This was made both explicitly and implicitly by most client’s 
interviewed, and was an unanticipated process on the researcher’s behalf. For 
example Client 1 fed back on the therapist’s failure to spot a member that broke the 
no drinking rule, while Client 2 equated the therapist’s lack of challenging in the 
group as a  lacking in experience. Clients 1 and 5 indirectly pointed to their 
perception that the therapist was unable to challenge the group monopolist. They 
also expressed anxieties that this client would take over the group, violate it’s 
norms, and that the therapist would not be able to contain this process.
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The reason the researcher failed to anticipate this process, was due to the belief that 
the dual role would discourage clients from expressing negative or critical 
evaluations towards the researcher as their therapist. Admittedly some clients were 
more direct in their feedback than others. However this is a process within it’s self, 
and one cannot clearly determine whether this (1) a ‘transference’ phenomenon 
towards the therapist which has subsequently leaked’ into the research interview; 
(2) genuine and accurate feedback; or (3) some other extraneous factor linked to 
interviewer bias. The fact is that interviewer bias and the researcher’s dual role 
within this research needs to be taken into consideration when considering the 
results.
It was also noted from the qualitative data, that those that most heavily criticised 
the group, were clients that had exposure to the Minnesota model prior to relapse 
prevention. It may be argued that this experience negatively influenced their 
experience of the relapse prevention group. They may have also pre-empted the 
research hypothesis (the efficacy of relapse prevention groups), and hence attempted 
to sabotage the research findings (Banister, 1995). This is especially the case, when 
one considers the heated debate that exists between the two models.
Another issue of particular concern was the uncovering of dubious practice in a 
local rehabilitation service used by the community alcohol team. Uncovering the use 
of confrontational, and what appear to be abusive methods as outlined by Miller & 
Rollnick (1991) was unexpected in the course of this study. As one client reported 
counsellors in this team would swear at him and say upsetting things about his 
deceased family. This indicates the need for further research into the practices of 
certain private or charitable rehabilitation centres. Research may entail 
interviewing clients that have been referred to such services as a means of obtaining 
detailed evaluations. Repeated negative evaluations may indicate the presence of 
an unsatisfactoiy ‘therapeutic’ agency. It may even be argued that it is an ethical 
duty to monitor such agencies, as one risks emotional harm to clients that undergo 
potentially abusive regimens within such settings.
It may also add to the evidence that a  regimental approach to interventions and 
groups is not always conducive to change, especially when attention is paid to the 
comments made by clients within this study in terms of their experience with AA. 
Such environments where described as giving an abundance of criticism, the 
expectation of rejection if one relapsed and no sense of achievement. The positive
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aspects of the relapse prevention group was the client’s perception of unconditional 
positive regard or acceptance, especially in the light of a  relapse. One client stated 
that knowing he would be accepted, supported and not criticised by the group 
enabled his return to the service and encouraged him to face the problem. 
Therefore, this may suggest that factors such as unconditional positive regard will 
influence the outcome of therapy in groups .
Clients clearly expressed in both the quantitative and qualitative data that 
individual session time should be increase by half an hour, and that the group be 
extended to 12 sessions. By extending the time clients may benefit from a gradual 
closure to the session, and be given the opportunity to raise questions or explore 
issues raised by the group. However an issue overlooked, was the clients’ need to 
literally debrief following a  session. This was witness by one client who reported 
such a  heightened state of arousal after the group, that she could not concentrate 
on her driving. Another client revealed that he would discuss the events of a 
session with another member during their shared journey home. Hence the 
importance of the extra half an hour to, ‘tie up loose ends’ and even cany out a  brief 
relaxation exercise that can help clients become more grounded, and dampen any 
residual arousal left over once the group has ended.
Quantitative ratings showed that clients perceived the group as being only relatively 
safe and comfortable. Once again the qualitative data may shed further light on this 
process. Clients reported during the interviews that the breaking of group rules and 
boundaries such as the suspicion of drinking on the day of the group, the inability 
to guarantee confidentiality, drop outs and missed attendees were all rated as 
having a  negative impact on the group. This included the group’s ability to develop 
trust in it’s members, which in this case appeared to be compromised. This was 
then found to influence the degree to which clients would disclose within the group. 
These factors demonstrate the importance of the therapist maintaining the 
boundaries and therapeutic frame of the group, regardless of it being a  skills 
orientated group. These findings suggest that disruptions to the frame will disturb 
perceptions of safety. Therefore it is important to highlight the issue of boundaries 
during the early life of the group. Defining expectations such as prompt attendance, 
and the keeping to group rules, may help contain potential deviations to the frame.
It was also found that the group members’ identified a  much needed intervention 
following a  relapse prevention intervention. At least half of the clients interviewed
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identified, ' the future* as the next area to be worked upon. They primarily identified 
adjustment issues such as the return to work and personal relationships, whereby 
friends and family struggle to adjust to the non drinking version of the client. A 
service may consider starting a semi structured support group providing 
multidisciplinary input that can assist clients in their transition from drinkers to 
non drinkers and the changes in lifestyle that may accompany this change.
This has been a preliminaiy study into the processes, functioning and outcome of a 
relapse prevention group within a  community alcohol team. Carrying out this 
research has not been without it’s difficulties. A number of clients had to be traced 
through relapse and subsequent hospitalisations. However despite it’s limitations 
and small sample size, it is hoped that some pertinent issues related to the 
successful running of a  relapse prevention group have been raised.
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Appendix I
Measures 
Self- Control Schedule 
Session Evaluation Questionnaire 
Relapse Prevention Group Evaluation Questionnaire 
Semi Structured Interview
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SELF-CONTROL SCHEDULE
Below are listed a number of statements indicating how 
some people respond to particular circumstances.
Read each statement carefully and decide how characteristic 
or descriptive each statement is of you.
Use the following code to do this.
+3 very characteristic of me, extremely descriptive 
+2 rather characteristic of me, quite descriptive 
+1 somewhat* characteristic of me, slightly descriptive
-1 somewhat uncharacteristic of me, slightly undescriptive 
-2 rather uncharacteristic of me, quite unde script ive 
-3 very uncharacteristic of me, extremely undescript ive
STATEMENT
1. When I do a boring job, I think about the less
boring parts of the job and the reward I will
receive once I am finished.
2. When I have to do something that is anxiety
arousing for me, I try to visualise how I will 
overcome my anxieties while doing it.
3. Often by changing my way of thinking I am able 
to change my feelings about almost everything.
4. I often find it difficult to overcome my feelings 
of nervousness and tension without any outside 
help.
5. When I am feeling depressed I try to think about 
pleasant events. < ■
6. I cannot avoid thinking about mistakes I have 
made in the past.■
7. When I. am faced with a difficult problem, I try 
to approach its solution in a systematic way.*
8. I usually do my duties quicker when somebody is 
pressing me. \
9. when I am faced with a difficult decision, I 
prefer to postpone making a decision even if 
all the facts are at my disposal.
10. When I find that I have difficulties concen­
trating on my reading, J look for ways to 
increase my concentration.
11. When I plan to work, I remove all the things 
that are nee relevant to my work.
SELF- CONTROL SCHEDULE (P a g e  2 )
STATEMENT
12. When I try to get rid of a bad habit, I first try 
to find out all the factors that maintain this
habit.
13. When an unpleasant thought is bothering me, I 
try to think about something pleasant.
14. If I smoked two packets of cigarettes a day, I 
probably would need outside help to stop smoking.
15. When I am in a low mood, I try to act cheerful so 
my mood will change.
16. If I had the pills with me, I would take a 
tranquillizer whenever I feel tense and nervous.
17. When I am depressed I try to keep myself busy 
with things that I like.
18. I tend to postpone unpleasant duties even if I 
could perform them immediately.
19. I need outside help to get rid of some of my 
bad habits.
20. When I find it difficult to settle down and do
a certain job, I look for ways to help me settle 
down.
21. Although it makes me feel bad, I cannot avoid 
thinking about all kinds of possible catastrophies 
in the future.
22. First of all I prefer to finish the job that I 
* ..have to do and then start doing the things I
really like.
23. When I feel pain in a certain part of my body,
I try not to think about it.
24. My self-esteem increases once I am able to 
overcome a bad habit.
25. In order to overcome bad beliefs that accompany 
failure, I often tell myself that it is not so 
catastrophic and that I can do something about it.
26. When I feel that I am too impulsive, I tell 
mys- If "Stop and think before you do anything".
ANSWER
SELF- CONTROL SCHEDULE (Page 3)
STATEMENT
27. Even when I am terribly angry at somebody, I 
consider my actions very carefully.
28. Facing the need to make a decision, I usually 
find out all the possible alternatives instead 
of deciding quickly and spontaneously.
29. Usually I do first the things I really like to 
do even if there are more urgent things to do.
30. When I realize that I cannot help but be late 
for an important meeting, I tell myself to keep 
calm.
31. When I feel pain in my body, I try to divert my 
thoughts from it.
32. I usually plan my work when faced with a number 
of things to do.
33. When I am short of money, I decide to record all 
my expenses in order to plan more carefully for 
the future.
34. if I find it difficult to concentrate on a 
certain job, I divide the job into smaller 
segments.
35. Quite often I cannot overcome unpleasant 
thoughts that bother me.
36. Once I am hungry and unable to eat, I try to 
divert my thoughts away from my stomach or 
try to imagine that I am satisfied.
ANSWER
SESSION EVALUATION QuSfSTIOxixvAuiE
Please circle the number on each line to show how you feel about the session you just had.
This session was :
BAD 1 2 3 4 5 6 7 GOOD
SAFE 1 2 3 4 5 6 7 DANDEROUS
DIFFICULT 1 2 3 4 5 6 7 EASY
VALUABLE 1 2 3 4 5 6 7 WORTHLESS
SHALLOW 1 2 3 4 5 6 7 DEEP
RELAXED 1 2 3 4 5 6 7 TENSE
UNPLEASANT 1 2 3 4 5 6 7 PLEASNT
FULL 1 2 3 4 5 6 7 EMPTY
WEAK 1 2 3 4 5 6 7 POWERFUL
SPECIAL 1 2 3 4 5 6 7 ORDINARY
ROUGH 1 2 3 4 5 6 7 SMOOTH
COMFORTABLE 1 2 3 4 5 6 7 UNCOMFORTABLE
How logical does this approach seem to you?
Not at all 1 2 3 4 5 6 7 Veiy logical
How useful do you think this approach is?
Not at all 1 2 3 4 5 6 7 Veiy useful
How confident are you that this approach will be successful?
Not at all 1 2 3 4 5 6 7 Veiy confident
Confident
Please write down any comments you have to make about the session in the space provided.
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Could you please complete the following questionnaire. This will enable us to make improvements 
for future groups. Thank you.
Please circle the numbers you feel is closest to your views.
SESSIONS
1. Relaxation / anxiety management
Not useful 1 2 3 4 5 6 7 Very useful
2. High-risk situations
Not useful 1 2 3 4 5 6 7 Very useful
3. Psychological traps in relapse f Seemingly Irrelevant Decisions )
Not useful 1 2 3 4 5 6 7 Very useful
4. Life style imbalance
Not useful 1 2 3 4 5 6 7 Very useful
5. Assertion / drink refusal
Not useful 1 2 3 4 5 6 7 Very useful
6. Problem solving
Not useful 1 2 3 4 5 6 7 Very useful
7. Depression
Not useful 1 2 3 4 5 6 7 Very useful
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Did you find it
8. Difficult 1 2 3 4 5 6 7 Easy
9. Valuable 1 2 3 4 5 6 7 Worthless
10. Relaxed 1 2 3 4 5 6 7 Tense
11. Full 1 2 3 4 5 6 7 Empty
12. Comfortable 1 2 3 4 5 6 7 Uncomfortable
CONTENT
13. Role-plav and practice
Too little 1 2 3 4 5 6 7 Too much
14. Teaching and information
Too little 1 2 3 4 5 6 7 Too much
15. Time spent on individual problems
Too little 1 2 3 4 5 6 7 Too much
16. The length of the sessions
Too short 1 2 3 4 5 6 7 Too long
17. The length of the course
Too short 1 2 3 4 5 6 7 Too long
18. Homework tasks
Too little 1 2 3 4 5 6 7 Too much
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Too hard 1 2 3 4 5 6 7 Too easy
20. How logical did you find the course?
Not logical 1 2 3 4 5 6 7 Very logical
21. How confident are you of recommending the course to a friend with similar problems?
Not at all confident 1 2 3 4 5 6 7 Very confident
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Semi Structured Interview Schedule Proposed for the Qualitative Data Collection.
Please note that the following questions are a framework for interviewing . which will then be 
expanded and elaborated upon as the interview progresses. Hence some variance will exist 
between interviews.
Introduction to the Interview.
Aim : To establish how clients have been coping since the group ended and how successful they 
have been in maintaining abstinence.
1. So . how have you been since the group ended ?
2. How are things in terms of your drinking ?
General Questions about the Group.
1. What were your expectations of the group before it started ?
2. Has your experience of the group fitted in with these expectations ?
3. How helpful did you find the structure of this group ?
(i.e. timing ; amount of time dedicated to personal problems linked to abstinence : self help measures ).
4. Was there anything about the structure that you felt ought to be changed ?
5. What did you think of the groups approach towards helping you achieve abstinence ?
(define this for the c lien t. i.e. covering different topics each week : focusing on coping skills).
6. Was this helpful ? In what way ?
?.. How did it compare to other approaches you may have experienced such as AA ?
(this may also include time spent in rehabilitation)
8. Did you feel that you had come away from the group feeling that you had learnt things that
would help you remain abstinent ?
9. Are there any areas you felt this group failed to address ?
10. What aspects of the group did you find most helpful ?
11. What aspects did you find least helpful ?
12. Were there any of your own needs, that you felt were not met by this group ?
13. How do you think this group could have been improved ?
Process
1. How did you feel about the group when you first entered it ?
2. How did this change as you progressed through the group ?
3. Has the group changed you in any way ?
(Establish whether it has changed the client’s thinking, behaviour, attitudes towards abstinence.).
4. What role did the group play in your abstinence ?
5. Does it make a difference not having a Wednesday group you can turn to every week?
6. Was there anything about the group that left you feeling uncomfortable ?
7. How safe did the group feel when it came to sharing personal information / or taking
risks ?
8. What made it feel safe / unsafe ?
9. Were there any benefits in attending this group ?
( ‘Yes' - What were they ? / "No* - Could you tell me a  little more about that ? )
10. How did you feel about the group ending ?
Questions for Clients that Relapsed and Dropped Out o f the Group.
1. What led to your dropping out of the group ?
2. What prevented you from returning ?
3. What would have made It easier for you to return to this group ?
Questions for those that Experienced both Groups I & n.
1. How did this group compare to the one you previously experienced ?
2. Which of the groups did you prefer ? Could you tell me a little bit more about this ?
3. Is there any one group that you would rate higher than the other in helping you remain 
abstinant ?
4. What were the qualities of the group that made you feel it was more beneficial than the 
other ?
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Chapter : Research
Course : Third Year Research
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Alcoholism and Attrihutional Process within an Alcohol Misuse Setting.
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Alcoholism and Attrihutional Process 
within an Alcohol Misuse Setting.
Aims : The aim of this study was to observe attrihutional change in alcoholic clients 
receiving the motivational interviewing counselling intervention . It was 
hypothesised that clients would demonstrate an internal bias in their attrihutional 
style once receiving this intervention, and having progressed through Prochaska & 
DiClemente's transtheoretical stages of change . Design : A between groups design 
was initially planned for this study, whereby clients would be allocated according to 
the Prochaska & DiClemente stages of change. Setting : The study was carried out 
across three alcohol misuse services. Participants : A total of 20 clients agreed to 
participate within this study . Three out of the respondents met the studies 
exclusion criteria. Measurements : Clients were given the IPSAQ , GHQ - 28 and 
Readiness to Change Questionnaire to complete. Findings : It was found that 
clients within this study displayed an overall tendency towards internal attributions 
for positive events , and were less likely to use causal internal attributions for 
negative events. It was also found that 59 % of the total sample made alcohol 
referenced attributions for positive and negative events . This paper discusses the 
implications of these findings within the context of therapeutic interventions and 
attribution therapy, when working with clients presenting with an addictive 
behaviour.
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It can be said that working with attrihutional process is a vital component of 
psychological therapy, when helping clients locked in an addictive behaviour such as 
alcoholism. Prior to discussing the therapeutic intervention known as ‘motivational 
interviewing’ (Rollnick & Miller, 1991) and it’s implications for this study, a series of 
attrihutional models will be outlined, demonstrating the link between causal 
attributions and the maintanance of maladaptive coping responses such as 
drinking. During this exploration , the role of attribution reconstruction or 
‘retraining’ will be considered in the management of addictive behaviours such as 
alcohol dependency, and the ability to facilitate motivation to change and maintain 
behavioural change within the client.
An attribution is a particular type of perception or belief held by an individual 
regarding the world, the people within it and the self. Stemming from the school of 
social psychology , attribution theory provides us with an explanation as to why 
things occur (Kelly, 1978). This theory examines the role of ‘social’ and ‘self 
perception, and the ways in which people interpret the causes of behaviour. Kuiper 
& Me Donald (1983) noted that causal attributions made by an individual for their 
behaviour is of the greatest relevance to clinical problems.
Attributions may involve internal , external and situational interpretations of 
behaviour and events. The following examples hope to illustrate the range of 
attrihutional styles, which may be encountered when working with clients that 
have an alcohol misuse problem. The client that is aware of having created and 
influenced change over their addictive behaviour is likely to be making an internal 
attribution as to the cause of this change (Haynes & Ayliffe, 1991 ; Miller, 1983). 
Then there is the client that may be convinced that they have no control over their 
drinking , and conceptualises the addiction as being part of a ‘disease’. This 
individual exemplifies a person making an external inference as to the cause of their 
behaviour (Miller, 1983). Finally the client that states his most recent relapse was 
due to being unlucky enough to have been brought a  glass of wine when they 
ordered coffee, is likely to be making a situational interpretation of the events , and 
the role they had to play in his/her return to drinking.
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A number of attributional models have been put forward by psychological theorists. 
One m ust note that no one unified model of attributional theory exists (Key & 
Michela, 1980), but rather a series of commonalities between models. Models include 
the ‘covariation model’ (Kelly, 1967, 1973), ‘self efficacy’ (Bandura, 1977a, 1977b), 
‘mastery versus helplessness” (Dweck, 1975) , ‘expectations for internal versus 
external control ‘ (Rotter, 1966) and the ‘learned helplessness’ model (Seligman, 
1975). Unfortunately the scope of this paper does not permit a full review of all 
models. Theorists such as those previously mentioned have all discussed the 
implications of attributional style and it's implications for cognitive, affective and 
behavioural outcome (Weiner et al, 1971; Seligman, 1975; Bandura, 1977). From a 
more general perspective, research within this area has indicated that individuals 
will significantly differ in terms of their attributional profiles when asked to account 
for their success and failures, or provide explanation for other events that may be 
impacting on their happiness and well being (Ross & Nisbet, 1991). This in turn 
may have implications for an individual’s mental health.
The Attribution Model
Weiner et al (1971) carried out an attributional analysis on achievement motivation. 
During this procedure it was found that individual’s that attributed failure to stable 
(uncontrollable) factors such as their lack of ability or difficulty of the task 
presented , experienced a decrease in their expectancy for success. Those that 
inferred their failure to internal causes such as their lack of ability or effort were 
more likely to experience a negative impact on esteem following task outcome 
(Fostering, 1985). Low achievement striving was also found to be associated with a 
preference for stable and internal attributions for failure. Thus individuals with 
such profiles are more likely to give up in the face of failure. This is due to the 
individual’s lowered expectations of success, which will subsequently lead to an 
avoidance of achievement related activities, as these have come to be linked with 
negative affects (Weiner et al, 1971). If one was to picture an alcoholic presenting in 
therapy with this given attributional style, one may conclude that the individual is 
unlikely to attempt any change in their drinking due to their belief that they are 
unlikely to succeed. The client may be further discouraged in attempting change due 
to their wish to avoid the negative affects associated with their expected decline in
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self esteem, when faced with a task that they will, ‘inevitably* fail.
In comparison to the above findings, Weiner et al (1971) noted that success 
attributed to stable causes was likely to increase the individual's expectancy for 
subsequent success, than for attributions made for situational factors such as 
chance or luck. Most importantly it was found that internal attributions following 
success were more likely to elicit positive emotions such as pride, and increased the 
person's confidence in succeeding in the future. Hence, the therapist attempting to 
facilitate a client's motivation to change an addictive behaviour within the context 
of Weiner et al’s model, will have to focus on enhancing the client’s expectancy of 
success, and hence embark on the change process.
Weiner , Russell & Lerman (1978, 1979) also suggested that different causal 
explanations of a given event would be associated with different emotions linked to 
that event. For example it was found that failure attributed to lack of ability led to 
feelings of resignation and depression, while failure attributed to an external source 
such as another person, was associated with feelings of anger. Hence a therapist 
adopting this principle may help a client attribute failure to change their habit to 
lack of effort rather than lack of ability. One may also recommend that they help the 
client claim responsibility for change. These issues will be discussed in depth, 
further on in this discussion.
It has been argued by author’s such as Bauman et al (1982) & Fosterling (1985, 
1986) that in the name of a client’s self preservation, individual’s are far better off 
making situational attributions (bad luck, chance) following a  failure rather than 
focusing on the internal factors as proposed by Weiner et al (1971). One can 
appreciate the self preserving qualities of such an attributional style and the 
therapeutic rational. Self blaming tendencies may run the risk of helplessness 
(Klein, Fencit Morese & Seligman, 1976), guilt (Teichman, 1986), low achievement 
motivation (Kukla, 1972), and depression (Beck & Greenberg, 1974). The tendency 
to self blame has also been found to aggravate, accompany and maintain emotions 
(Reimer, 1975), cognitions (McMahan, 1973) and behaviours (Weiner, 1974; Sober - 
Ain & Kidd 1984)
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However , the benefit of encouraging situational attributions within an alcoholic 
client group needs to be considered carefully as it may have implications for both the 
initial and ‘relapse prevention* (Marlatt & Gordon, 1985) stages of therapy. For 
example an aim of relapse prevention is to help the client in developing insight into 
their own relapse(s) and the part they have had to play in process and outcome. By 
encouraging a personal (blaming another) or situational attribution for relapse, the 
therapist risks colluding with the client when it comes to externalising blame for the 
most recent drink binge. Watching a client externalise blame is not an uncommon 
process when dealing with slips or relapse. Statements such as , “I would never have 
opened that bottle of whiskey tfX hadn’t upset me !” is not an uncommon statement or 
process, whereby the client has clearly blamed “X" for their relapse. Thus the 
therapist encouraging this externalisation will be clearly colluding with the client, 
hence reinforcing their rationalisation of the relapse. It may be argued that such a 
‘therapeutic* approach within addictive behaviours would actually deprive the client 
of the opportunity to explore their own role within the relapse process. This would 
include learning ways in which they can control and monitor their own thought 
processes and behaviour so that relapse may be prevented. Unlike Fosterling’s 
(1985, 1986) view, a therapist would have to draw the client’s attention to internal 
factors related to success and failure rather that inferring blame for ‘failure* or 
relapse to external or situational factors.
An interesting finding put forward by Weiner et al (1971) is that failure is likely to 
lead to feelings of guilt, as one may expect when a client experiences a slip or a 
relapse. The argument put forward was that the uncomfortable affects experienced 
following failure actually motivates the individual to try harder on subsequent 
tasks. However one needs to emphasise the degree of sensitivity required when 
working with clients tha t have relapsed or having difficulty in initiating or 
maintaining change. Teichman (1986) reported that following a relapse alcoholics 
can experience intense shame and a sense of failure, which in turn may impact on 
drop out from treatment and therapy. This is especially the case where the rule 
within the treatment centre has been, “ You shall not drink ! “. This approach is 
likely to undermine the client’s sense of self efficacy for change . The emphasis here 
needs to be on balance. The therapist working within addictive behaviours needs to 
be aware that the guilt following ‘failure* may be a negative emotional state that is
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likely to enhance the probability of drinking in the client due to their need to avoid 
or suppress the unpleasantness of the emotion. When working within a cognitive 
behavioural framework , authors such as Marlatt & Gordon would propose that the 
intervention should focus on viewing the ‘failure’ or relapse as a learning 
opportunity rather than a session for internalising blame. Hence, rather than 
focusing on internalising ‘fault’ the therapist may still be able to concentrate on 
internal causal attribution by helping the client think in terms of. “ What do you 
think you could do differently next time when faced with a similar situation ? “ .
Weiner’s model was originally designed to account for achievement striving, and has 
been applied in the field of motivation research in numerous fields including 
alcoholism (Anataki & Brewin, 1982). One can see the clinical relevance of this 
model in the treatment of addictive behaviours, nevertheless it is far from complete , 
and an orthodox application of it’s principles may be of detriment to clients within 
this group.
Kelly Covariation Principle’s & Attribution Therapy.
Unlike other models of attribution such as that of Weiner et al (1971) and the 
learned helplessness model of Abramson & Seligman, Kelly’s covariation theory of 
attribution (1967, 1973) takes into account that people will draw on certain 
informational cues (Haynes & Hesketh, 1989) or informational antecedents prior to 
allocating an attributional inference. The model states that attributions are 
influenced by the following classes of information otherwise termed as consensus, 
distinctiveness and consistency. This information is gained by observing variation 
in behaviours across people, situations and time (Hayes et al, 1989). Thus it will be 
a given combination of these factors that will influence whether an individual 
ascribes an internal, external, or situational inference for the cause of events. 
Attribution theory in general can enlighten both client and therapist as to the 
informational antecedents that lead on to thinking errors . Fosterling (1986) 
proposes that the use of Kelly’s conceptual framework of the covariation principle, 
may serve as a valid tool within therapy whereby the design and analysis of 
therapeutic interventions can be launched. It may also help the therapist identify 
the conditions that led to the ‘unrealistic’ attribution and hence dysfunctional
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reaction. Also guidance through the covariation principle, can provide, information 
about consensus, distinctiveness and consistency which can be used in therapy to 
test out the validity of client's attributions when they lead to unpleasant emotional 
affects.
As Fosterling (1986) points out there may be a number of reasons why a client may 
be making inaccurate or unrealistic attributions. One factor may be that they lack 
attribution relevant data. Thus under such circumstances the focus of therapy may 
be to provide the client with the relevant information that is missing. On the other 
hand it may be that the client has the correct antecedent information, but are 
processing it inaccurately. Hence the therapeutic intervention under such 
conditions would be to assist the client in correctly drawing inferences. The 
following is an attempt to demonstrate the application of the covariation principle 
when working with a client. For example take the client that has lapsed twice since 
attempting active behaviour change in terms of their addiction. This person may 
start to infer blame onto internal or external factors, which may then lead to feelings 
of inadequacy or guilt. This has occurred because the client has limited consensus 
information. The therapist can therefore assist the client, by providing information 
as to how others behave under the same given circumstance. This may be done by 
informing the client that it is quite common for people to lapse / relapse a  number of 
times prior to maintaining prolonged change (Miller & Rollnick, 1991). Placing an 
individual in a support group for alcoholism may be a further way of providing the 
client with consensus information which can then impact on attributional process 
to the extent that it reassures the client that others are having similar experiences 
(Fosterling, 1986).
Consistency information is another aspect of the model that can be used to help the 
client move on. Unlike the previous example the client is more likely to have access 
to consistency information than the therapist. Take for instance the client that is 
convinced that it is impossible to give up drinking. Their justification for this 
argument is that they have drank at all times (consistency over time ) and under all 
situations (consistency over modality). The therapist’s objective in this case may be 
to access additional consistency information that may challenge this belief. For 
example the client may be asked to imagine themselves not drinking under a  given
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situation, or the Rational Emotive Technique of asking the client if they could give 
up for a million pounds could be employed (Hayes & Hesketh, 1989). Either which , 
the underlying aim is to highlight internal attribution for change and the role of 
effort in relation to achievement.
The final stage of attributional therapy may involve the therapist testing out the 
extent to which the client has correctly evaluated a given event. The following 
dialogue has been taken and revised from Beck et al (1979). The client presents in 
therapy complaining that she has no control over her drinking. A process of 
selective abstraction may be going on whereby she had selected one out of several 
pieces of information to draw upon a negative conclusion. The therapist here 
demonstrates how the client can be helped to revaluate the consistency information.
C Somebody offered me a drink at a party, and I was unable to say no.
Th Have you been drinking everyday ?
C No, just that one time at the party.
Th Did you do anything last week in terms of sticking to your no drinking goals ?
C Yes ! This time I resisted the temptation of buying spirits in the supermarket
... I also never had a  drink until the time it was offered to me. That was when 
I felt I couldn’t resist.
Th If you were to compare the number of times in which you felt under control
with the number of times you felt out of control, what ratio would you get ?
C About 100 : 1.
Th So when you were able to resist 100 times and only slipped the once does
that mean you are totally weak ?
C I guess not.
AdaptedfromBecketal 1979., 1979, pp. 105-106.
Interestingly Fosterling (1986) argues that under this given situation the client 
should be taught that their inferences for such circumstances as described above 
are for variable or situational factors, for example the client not being ‘alert’ enough 
when the slip occurred. Once again this is beneficial in the short term, by doing so 
one can maintain the client’s self esteem and self efficacy. Despite Fosterling’s 
argument that this would be a more functional response, it may interfere with
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therapy’s second objective which is to reduce the risk of relapse. By doing so the 
therapist may unwittingly provide the client with an excuse to drink by increasing 
the risk of the client making seemingly irrelevant decisions (SIDS) that lead to 
relapse (Marlatt & Gordon, 1985). Under such attributional conditions the client 
will once again be deprived of learning management based skills, and instead will be 
provided with the means to rationalise and even deny the process that led them 
back into drinking.
The Self Efficacy Model & Motivational Interviewing.
According to this model of attribution proposed by Bandura (1977, 1981, 1982), 
causal attributions do not directly influence behaviour. He states that attributions 
provide information as to an individual’s sense of self efficacy which will then exert 
influence on important aspects of cognition, behaviour and affects. The argument 
here is that the individual’s perception of self efficacy will influence the probability of 
them carrying out a given task. This factor is directly related to the individual’s 
outcome expectancy (Fostering , 1985). Hence a client in therapy , such as an 
alcoholic that believes tha t there is no way in which they can overcome their 
drinking, is likely to have an outcome expectancy of failure. Hence there is a  very 
real probability that such a client is unlikely to engage or attempt any activity that 
can lead to change as they do not expect that they will succeed.
Hence one’s estimation of how well a given task or therapeutic goal can be carried 
out may well influence factors such as the choice of activities, how much the client 
invests in goal attainment and their degree of persistence (Fosterling, 1985). These 
are important considerations when working with an alcohol dependent group as 
their sense of self efficacy may bare direct relation to therapeutic /  treatment 
outcome and success. As noted by this attributional model , a client that does 
demonstrate a significant degree of effort and persistence can expect the 
achievement of high performance attainments . Following on from this it may be 
expected that the client will demonstrate effective coping in accordance with 
situational demands (Fosterling, 1985).
A client that enters therapy as a means of overcoming an addiction or any other
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presenting problem be it depression, anxiety or a phobia is likely to be making 
efficacy judgments throughout the course of therapy. This may be especially the case 
in the very early/ initial stages of therapy when uncertainty about achieving 
treatment goals is likely to predominate. As pointed out by Fosterling (1985), such a 
process is likely to be influenced by a number of factors. These may include a clients 
previous experiences of success or failure which may then act as informational 
antecedents which can then influence the perception of self efficacy. If an individual 
has a continuous history of success then this is likely to lead to a high level of 
perceived capabilities, where as repeated failures lower such perceptions. The way in 
which a client goes on to attribute such successes and failures is likely to influence 
their self efficacy estimates. An important point made by Bandura (1977) is that 
success is more likely to enhance self efficacy if the individual perceives the outcome 
as having been due to their own skill rather than external or circumstantial factors. 
To maintain a strong perception of self efficacy he states that success has to be 
experienced through the exertion of minimal effort. In contrast to this , should 
success be achieved through a high expenditure of effort, the individual is likely to 
infer a low level of ability to themselves, which then undermines self efficacy 
estimates. Thus from this information one may conclude that change can be 
facilitated by enhancing a client’s sense of self efficacy by initially setting small 
achievable goals in the course of therapy.
A popular counselling model within the addictive behaviours setting is tha t of 
‘motivational interviewing’ (Miller & Rollnick, 1991). One of the fundamental 
components of this therapeutic model is to reinforce the client’s sense of self efficacy 
in the course of helping them exit the addictive cycle. In other words the objective is 
to facilitate the client’s belief that they can carry out a  given therapeutic task , be it 
to control or to abstain from their drinking. . This has been combined with 
additional factors of ‘hope’ and ‘optimism’ that change is achievable. These factors 
have been found to play an important role in encouraging the change process 
(Frank. 1973). One needs to keep in mind that therapy is a dynamic process that 
goes beyond the mechanical manipulation of causal attributions. Miller & Rollnick 
(1991) stated that a client that has achieved insight into the seriousness of their 
condition, and yet has no perception of creating change possibly due to low efficacy 
estimates, is likely to manifest defensiveness which takes the form of rationalisation
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and denial (Rogers & Mewbom, 1976). The authors’s also point out that the 
therapist’s belief in the client’s ability to change will also represent a significant 
variable in terms of outcome (e.g Leake & King, 1977 ).
Thus, Miller & Rollnick (1991) have reported that self efficacy plays a fundamental 
part in facilitating the client’s motivation to change (Bandura, 1977, Rogers & 
Mewborn, 1976). The aim of the intervention is firstly to develop the client’s insight 
into the presenting problem. If their is no perception of hope for change, therapy 
and it’s progress is likely to be thwarted. Hence the aim would be to enhance self 
efficacy. This may be achieved by establishing hope and restructuring the client’s 
attributional style towards internality . As Rollnick & Miller (1991) stated , clients 
during this process can learn that they , 41 ... not only can , but must make the 
change.”
Thus it becomes obvious that motivational interviewing does not encourage 
externalising or situational causal attribution. In fact the message appears to be 
very clear, the responsibility for change is placed on the client. Hence the therapist’s 
role is to promote an internal attribution for change. During this process the client 
comes to see him/herself as responsible for and capable of change rather than 
externalising goal attainment in therapy to the therapist, who may then be seen as 
responsible for ’cure’ .
There is the additional risk that by externalising success in therapy to the therapist, 
that dependency on the therapist will also be encouraged. There is also risk that the 
client that fails to succeed in therapy, and maintains this bias for change on the 
therapist, will experience anger towards the therapist for not creating change or 
preventing relapse. This would be in accordance with studies carried out and 
reported by Fosterling (1984, 1985, 1986 ) who found that teaching individuals to 
externalise blame for failure onto other’s led to anger directed at the external source. 
Stafford (1981) also points out that should an individual view their alcohol problem 
as being external, then it is likely that treatment for the problem may also be 
externalised. Findings by Stafford also indicated that clients that failed’ in 
overcoming their alcohol addiction over successive attempts also tended to view their 
problem as being external. The author also suggested that the greater the internal
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locus within the client, the greater probability of treatment success. This would also 
tie in with the expectations of the motivational interviewing intervention. Therefore 
one can appreciate the importance of enhancing self efficacy and encouraging an 
internal attributional style within a client population where dependency on an 
external source is a main issue.
Internal Versus External Attribution in Treatment of Alcoholics.
In contrast to the above outline of motivational interviewing and the importance of 
an internal attributional style, therapists working within addictive behaviours, using 
a cognitive behavioural framework, within the context of the Prochaska & 
DiClemente model of change, will encounter clients that have either been regular 
attenders of Alcoholics Anonymous (AA) or have undergone a residential 
rehabilitation programme applying the principles of the Minnesota Model. This 
client may present as an additional challenge to the therapist attempting to nurture 
an internal attributional style, as in many cases the client has already adopted the 
alternative external attributional style advocated by these alternative models of 
treatment or ‘therapy*. According to Beckman (1980), AA facilitates cognitive 
changes within the client that eventually result in the adoption of a new set of 
attributions regarding their addiction. An individual adopting this model is likely to 
see their addiction as being due to a ‘disease* and hence an external factor. 
Beckman (1980) stated that the ‘disease model* may actually absolve the alcoholic of 
personal responsibility over their habit. One could argue that this may then lead to 
the rational that if the addiction is out of one’s control , then how can one be held 
responsible for i t .
Haynes & Ayliffe (1991) stated that the extent to which such models advocate 
externality in clients will have a negative impact on relapse management within 
therapy. In the author’s own experience of running relapse prevention therapy 
groups, clients that have been ‘exposed* to the disease model prior to the cognitive 
behavioural intervention of relapse prevention and motivational interviewing, 
experience a certain degree of conflict brought on by the opposing attributions 
advocated by the two veiy different models. It has been noted by the author that 
client’s living by the inference that they have no control over their drinking, and that
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, ‘one drink means one drunk’ will often reject therapeutic interventions designed to 
salvage a slip turning into a full blown relapse. It may be argued that with the 
presence of an internal attributional style, an established sense of self efficacy 
associated with the motivational interviewing model and Marlatt & Gordon’s (1985) 
work on relapse prevention, such a client would feel more confident in learning new 
skills that can prevent return to their addiction.
It is important to note that a therapist applying the principle’s of attributional 
reconstruction, should note when the intervention is not indicated. An example of 
this is the client that maintains sobriety and yet externalises the cause for this 
effect. The therapist may feel that this is an unrealistic attribution, however a 
dysfunctional response (continual relapse) has not been subsequent. Hence it may 
be argued that it is not in the client’s interest to deconstruct attributions within a 
case such as this, as the client appears to be functionally well.
Attributional Style as a Trait.
Author's Peterson & Seligman (1984) stated that attributional style is a  trait. 
Further research by Seligman et al (1988) when studying change in explanatory style 
during cognitive therapy for individuals with unipolar depression reported in their 
findings that attributional style is stable, when in the absence of therapy. It was 
found that subjects that had received the therapeutic intervention did in fact 
demonstrate a change in attributional style. The author’s argue that traits are 
changeable within the context of psychological therapy, and pointed out that this a 
major aim of extended psychotherapy. An additional study by Sober - Ain & Kidd 
(1984) looked at changing self blamers beliefs in relation to causality concluded there 
was evidence to suggest that using attributional interventions could alter causal 
beliefs of college students, although the interventions within this study were unable 
to create changes in overall attributional style. The indication of these results was 
that using short term interventions to create global changes in self blamers 
characteristic ways of inference, is difficult. They argued that attributional style is 
possibly a pervasive and possibly dispositional characteristic of the person, whereby 
global change in likely to be slow, if it should occur at all. Seligman et al (1988) also 
went as far as suggesting a biological basis to attributional style, although this has
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yet to be tested by research.
The Prochaska & DiClemente’s Transtheoretical Stages of Change Model.
Prochaska & DiClemente (1982) developed a model that indicated the stages of 
change in which clients may present when attending therapy / treatment for an 
addictive behaviour. Originally compiled for people attempting to change smoking 
habits, the model is now widely used across the spectrum of chemical (substance 
misuse) and behavioural (gambling) addiction.
The model is comprised of four stages. These are the precontemplative , 
contemplative, action and maintanance stages of change. A client that presents is 
the precontemplative stage may be an individual that is not aware that their drinking 
is a problem, or be concerned about the it’s consequences. One finds that clients 
within this stage that do find themselves within an alcohol misuse team , have been 
referred either by the Courts or other statutory agencies such as social services. The 
second stage is contemplation. At this point the client starts to develop insight into 
the possibility that their drinking may be a problem. At this point the client may 
start to think, that they should start to cut down or consider changing their habit. 
Once the client has entered into the action stage, they have started to monitor both 
their drinking and attempt reduction , abstinence or a more ‘controlled ‘ pattern of 
consumption. By the final stage the client has reached maintanance. At this point 
the client starts to consolidate any behaviour change that has occurred (Me Murran, 
1994). The client may practice new skills they have learned through therapy that 
will help minimise the risk of returning to the addictive behaviour.
It is important to note that not all clients will travel through the stages in a smooth 
continuum (McMurran, 1994). There is always the risk that they will relapse at any 
stage and that they will have to reenter the cycle. Clients may also oscillate between 
stages as they progress through therapy. An noted previously this model is widely 
used in the field of addiction, primarily as a means of allocating the client to the 
appropriate therapeutic intervention in accordance to their stage. For example 
clients within the precontemplation and contemplation stages may benefit from 
motivational interviewing, while a client in maintanance will be better suited to a
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relapse prevention intervention.
Outline of Research Aims.
Direct research into attributional process and addiction appears to be sparse. The 
purpose of this study is to examine attributional process as clients progress through 
Prochaska & DiClemente’s ( 1982) stages of change, while simultaneously receiving 
motivational interviewing (Miller & Rollnick. 1991). The research hypothesis 
predicts that client’s attributional style will have an internal bias as they move 
through the stages of change and the therapeutic intervention. For the purpose of 
this study, attributional style will be compared against the four stages of the 
Prochaska & DiClemente (1982) model. Thus the nul hypothesis predicts that there 
will be no change in attributional style as clients progress through the the stages of 
change and the motivational interviewing intervention.
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Method
Subjects
Subjects were made up of Individuals that have demonstrated problems with their 
drinking both in the present and past, and who have been users of the Community 
Alcohol Team Chichester (C.A.T.CH). C.A.T.CH is a collaborative organisation that 
consists of staff from both the voluntary and statutory sectors. Hence the service is 
represented by Chichester Priority Care Services, West Sussex Social Services and 
Sussex Alcohol Advice Service. The C.A.T.CH team is multidisciplinary, made up by 
the following members : a coordinator; a community psychiatric nurse; a clinical 
nurse specialist; a social worker , social worker trainee; a psychiatrist; and a 
counselling psychologist in training. This service aims to assist individuals in their 
attempts to either control or abstain from drinking all together. This is done by 
providing both individual and group therapy. Support is also offered to friends and 
family of those with an alcohol problem. The agencies treatment philosophy is based 
on the following models (i) motivational interviewing (Miller et al 1995) and (ii) 
relapse prevention (Marlatt & Gordon, 1985). All staff within this service are familiar 
with these models and their application. All subjects within this study will have 
undergone the process of motivational interviewing, with the aim of helping them 
progress to the ‘action’ and ‘maintanance’ stage of the Prochaska & DiClemente 
(1982) cycle of change. Once in these stages clients will have entered the relapse 
prevention phase of therapy. A further two drug and alcohol agencies were 
contacted within the neighbouring Trusts of Worthing and Boumwood, and invited 
to participate within this study.
One hundred questionnaires were distributed am ongst these settings. 
Unfortunately this study yielded a low responses rate whereby only 20 clients agreed 
to participate within this study. Thus providing a response rate of 20 %. A further 3 
questionnaires were returned unanswered. Three out of the 20 clients that did 
participate within this study were excluded on the grounds that they satisfied the 
DSM IV criteria for Personality Disorder. It was felt that due to the chronic, 
entrenched nature of this client group’s presenting difficulties , and the fact that 
their response to psychotherapeutic treatment is poor (Roth and Fonagy, in Lemma
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1996) they would not be representative of the general client group receiving the 
psychotherapeutic interventions offered by these services. Thus the total sample was 
made out of 17 subjects.
The mean age of participants was 45 years with a standard deviation of 10. Fifty 
three percent of the sample were male (N = 9), and 47 % were female (N = 8).
Measures
Three standardised measures were given to all subjects. These were (i) The 
Readiness to Change Questionnaire; (ii) the Internal. Personal & Situational 
Attributions Questionnaire (IPSAQ) and (iii) the 28 item General Health 
Questionnaire (GHQ - 28). Please refer to Appendix (II) for copies of measures used in 
this study.
The IPSAQ
This is a 32 item questionnaire tha t describes 16 hypothetical negative social 
situations and 16 hypothetical positive (Kinderman et al, 1995). Examples of these 
items include statements such as. ‘A friend thinks you are interesting’ and . ‘A Mend 
ignored you’. For each statement respondents are asked to write down in a 
sentence one causal explanation for the situation that has occurred within the 
statement. Respondents are then asked to categorise their causal statements as 
either being (i) internal - something to do with the respondent ; (ii) personal - 
something to do with the other person(s) or situations and (iii) situational - 
something to do with circum stances or chance (Kinderman et al. 1995). 
Respondents were asked to circle their appropriate choice.
Once this has been completed two cognitive bias scores are extracted from the six 
sub scale scores (Kinderman et al. 1995). The first is the Externalising Bias (EB), 
the second is the Personalising Bias (PB) score. A positive EB score will indicate 
that the individual is more likely to blame themselves less for negative events than 
for positive events. A PB score implies the respondent tends to use personal rather 
than situational external attributions when interpreting negative events (Kinderman
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et al, 1995).
The 28 Item General Health Questionnaire,
The 28 item General Health Questionnaire (Goldberg, 1981) screening instrument 
was used to assess clients on the following subscales: (i) somatisation, (ii) anxiety, 
(iii) depression and (iv) suicidal depression (Goldberg & Huxley, 1980).
The Readiness to Change Questionnaire
This is a brief 12 item measure that aims to assess / rate the individual’s, ‘readiness 
to change’ in relation to the Prochaska & DiClemente’s (1986) model of change. 
These items consist of three subgroups which represent the following action stages 
of the model : precontemplation, contemplation and action. All items are presented 
on a five point rating scale which range from ‘strongly agree’, ‘agree’, to ‘unsure’ and ‘ 
disagree’, and ‘strongly disagree’ (Rollnick et a l , 1992). A positive scoring (i.e. ‘agree 
or ‘strongly agree’) of the item indicates that the respondent corresponds to the stage 
of change the item represents. One m ust note that one of the questionnaire’s 
limitations is that it lacks items that represent the ‘maintanance’ stage of the 
Prochaska & DiClemente model.
Design
Subjects were to be allocated into four groups representing the four stages of change 
in accordance with the Prochaska & DiClemente model . Thus a between groups 
design would have been adopted for the purpose of this study whereby differences 
would have been observed between clients in the precontemplation, contemplation, 
action and maintanance stages of change. The independent variable was 
represented by the conditions laid out by the stages of change model, while the 
dependent variables represented the scores obtained on the IPSAQ and GHQ - 28. 
The objective was to have at least ten clients within each of the allocated groups. 
Due to the poor response rate and the nature of the client sample obtained , could 
not be allocated to the groups and design originally intended for this study. Hence, 
the data analysis had to be carried out within the context of a within groups’
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design.
Procedure
Respondents were recruited from the team’s client pool (i.e. those that are were 
assessed for the service, those seen individually and those attending groups within 
C.A.T.CH). All respondents were contacted either by the researcher and /o r key 
worker so as to assess their allocation to either groups 1, 2, 3, or 4. Key workers 
were also asked to rate the duration their client’s had remained in that stage. To 
achieve representative allocation of clients to the appropriate stage of change the 
following procedures were undertaken . Client’s participating were asked to fill in 
the Readiness to Change Questionnaire. This was matched by nominating a further 
judge (either the researcher or the client’s keyworker) to rate the client’s stage 
independently. It was felt that it would be inappropriate for the researcher to act as 
a third rater of client’s stage due the anonymity of the study and lack of detailed 
information on each clients case history.
Please note that all staff within the teams are familiar and work within the 
Prochaska et al model and the application of the motivational interviewing 
counselling intervention. Thus the application of the questionnaire will be a 
means of checking allocation. Therefore allocation for this group will depend on 
the judges (the questionnaire and keyworker).
Subjects were briefed on instructions and given the option of completing the 
questionnaires on the premises or at home to be returned in a  stamped addressed 
envelope. Subjects were invited to participated in the study via their key workers. All 
respondents were given the right to withdraw from the study at any given point in 
the course of the study.
Statistical Analysis
Had the data sample fitted with the original study design a  one way unrelated 
ANOVA (one tailed) would have been carried out to test the differences between 
groups. A Bonferroni t  test would also have been carried out to test the observed
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differences from each stage to the next. Due to the nature of the sample (lack of 
distinction between the stages between groups) and it’s small size, descriptive 
statistics were carried out on the data to observe any possible trends. Inter rater 
consistency was also calculated between the keyworker and the Stages of Change 
Questionnaire using Cohen’s Kappa (k) . A number of correlations were also 
generated using the SPSS statistical package. A content analysis was also carried 
out on participants attribution taken from the IPSAQ. Themes generated by this 
analysis were also tested for inter rater consistency using the (k) statistic.
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Results
As noted in the previous section, the nature of the sample obtained has meant that 
division into four independent groups representing precontemplation, 
contemplation, action and maintenance will not be possible. Table 1 (see appendix I 
for all tables and figures) lists the distribution of the total sample by stage of 
change. This has been indicated by listing, both key worker and Readiness to 
Change Questionnaire ratings.
Insert Table 1 about here.
The sample indicates that regardless of rater allocation to stages of change, there are 
insufficient numbers between the stages to allow a test for differences between 
groups as originally stated by the hypothesis. Hence taking into account the nature 
of the data and insufficient numbers, the decision has been made to observe for 
trends within the sample group.
Raters were found to have extreme differences in their interpretations of the clients’ 
stage. Therefore the data has been interpreted within the following categories.
(i) The total client sample (N = 17).
(ii) The contemplation / action category (N = 10 / 17).
(iii) The action category (N = 13 / 17).
Please note that categories (i) and (ii) have been extrapolated from the total sample, 
and that there will be an overlap of clients within both categories due to this 
method. As noted in figure 1, 76.5 % (n = 13) of the total sample were rated by key 
workers as being within the action stage of change. This compared with 17.6% (n = 
3) of the sample being rated in this category by the Readiness to Change 
Questionnaire. In contrast to this categorisation within the total client sample the 
Readiness to Change Questionnaire rated 58.8% (n = 10) of clients within a new 
category labelled Contemplation / Action. These clients scored an equal number of 
contemplation and action statements on the questionnaire. In contrast only 5.9% 
(n= 1) of the total client sample were rated in this stage by the key workers.
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Reliability of Key Worker and Readiness to Change Questionnaire ratings of 
Client Stage of Change.
The comparison of ratings in Figure 1 suggests poor inter rater consistency between 
the key worker and the Readiness of Change Questionnaire . A match of the ratings 
has been graphically represented in Figure 2 which further highlights inconsistency 
between the raters.
Insert Figure 2 about here.
Cohen’s Kappa (k) statistic (Howell. 1992) was applied to the ratings so as to 
measure inter-judge agreement between the key worker and the Readiness of Change 
Questionnaire. The percentage of agreement between raters was 19%. yielding a k 
coefficient of - 0.005. This would therefore indicate a very poor level of agreement 
between the two raters.
Demographic Distribution of Data by Age & Sex.
Fifty three percent (n = 9) of the total sample was male, and 47.1 % (n = 8) was 
female. The mean age was 45. with a SD of 10.67, and a median of 44 and a  mode 
of 43 . When extracting the contemplation / action stage from this group. 70% ( n 
= 7) of this category were male and 30% were female (n = 3). The mean age was 
44.5, with a  SD of 7.546 and a median of 44.5 and a  mode of 43. For the action 
category it was found that 61.5% (n = 8) of this group was male and 38.5 % (n = 5) 
was female. Their mean age was found to be 43.385, with a SD of 7.964, median of 
44 and a mode of 43 years.
Duration in Stages of Change.
The mean duration of the total client sample residing in their given stage of change 
was 22 weeks, with a standard deviation (SD) of 61 weeks , a median of 6 weeks and 
mode of 4 weeks. The sample viewed from the action stage were found to reside 
within the stage for a mean of 5.6 weeks, SD 3.6 weeks, median 4 weeks and mode
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of 4 weeks. When the sample was broken down to the contemplation /action stage 
the mean duration for clients within that stage was 6.5 weeks , SD 3.5 weeks, 
median 6 weeks and mode of 4 weeks.
Attributions Scores Obtained from the  IPSAQ.
The total client sample ( n = 17) demonstrated a  mean personalising bias (PB) score 
of 0.703, a SD of 0.242 and a median of 0.750 and mode of 0.5. Out of this sample 
52.9% ( n= 9) scored greater than 0.5 , indicating a PB score that states that such 
individuals are more likely to use personal rather than external situational 
attributions for negative events. Those in the action stage had a  similar PB mean of 
0.677 and SD of .251, the mode for this category was also 0.5. Forty six percent ( 
n= 6) of this group demonstrated a personalising bias for the hypothetical events . 
The contemplation / action category of clients had a mean of 0.65 , with a SD of 
0.26, a median of 0.5 and a  different mode of 0.5. Forty percent ( n = 4) of this group 
had a PB score > than 0.5.
In terms of the externalising biais (EB) the scores for the total client group yielded a 
mean score of 0.188, a SD of 3.638, and a median and mode of 1. A positive scoring 
on this Questionnaire indicates that individuals are less likely to blame themselves 
for negative events than they would for positive. Sixty five percent ( n = 11) of the 
toted client sample scored a  significant positive score on the IPSAQ to indicate an 
externalising bias. The remaining 35% of the sample scored between 0 and - 6. In 
contrast those clients that fell into the action group had a mean score of - .385 , 
and a SD of 3.969 and a shared median and mode of 1. Out of this sample 61.6% (n 
= 8) had a  positive EB score while the remaining 38.4% (n = 5) scored between - 2 
and - 6. Clients classed within contemplation / action stage had a mean EB score of 
0.4 , a SD of 3.748, a median of 1.5 and a mode of 2. Once again this group also 
demonstrated that 60% (n = 6) of it’s sample had a score greater than 1. The 
remaining 30% (n = 3) scored between - 2 and -6. When comparing the personalising 
and externalising bias scores across categories it becomes evident that the trend is 
towards clients blaming themselves less of negative events than they do for positive.
It is important to note that a number of clients across the categories had both
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styles associated with the IPSAQ Questionnaire. The following graph in figure 3 
displays the distribution of PB and EB scores for the total client sample.
Insert Figure 3 about here.
As can be seen this table indicates that a number of the total sample demonstrated 
both positive PB and EB scores. Out of the total sample 29.4 % (n = 5) had a 
combined EB and PB score, with 23% (n = 3) in the action category and 20% ( n = 2) 
in the contemplation / ' action category. Of the total sample 41.1 % had an EB 
score alone , with 38.4% in the action stage and 40% in the contemplation / action 
group. As for the PB scores, out of the total client sample 23.5% had a personalising 
bias alone as did 23 % in the action category and 10% in the contemplation /action 
group. Once again despite the additional factor of joint PB and EB scoring, it still 
appears that when the attributional scores are considered in isolation across 
categories , an externalising bias still exists within this client population sample.
Attributional Style and Duration within Stages of Change.
The graph in Figure 4 represents the scores obtained on the IPSAQ in relation to the 
number of weeks the sample had spent in their given stage of change.
Insert Figure 4 about here.
Figures 5 and 6 are a break down of Figure 4 in accordance with IPSAQ scores across 
duration spent in the ‘action’ and contemplation / action’ stages. The hypothesis is 
that the amount of time clients spend within a given stage will influence their 
attributional style.
Insert Figures 5 & 6 about here.
As a means of testing the possible relationship between these two variables a one - 
tailed Spearman’s rank correlation using SPSS, was applied across the stages 
identified in this section. A summary of the r values can be found in Tables 7, 8, & 
9.
Insert Tables 7. 8. & 9 about here.
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Insert Tables 7. 8. & 9 about here.
For the total client sample it was found that there was no correlation between 
personalising bias scores and the duration clients spent in any given stage ( r - . 
4347 p < .041). The same was found to be true for the EB score ( r . 3467 p < 0.086). 
However significant negative correlations were found for the personalising bias and 
the action stage ( r - . 6271 p < 0.011). This was also the case when the PB and 
duration spent in the stage, was correlated within the contemplation / action stage ( 
r - . 7301 p < .008 ). No significant correlations were found for the EB and duration 
spent in stage for the ‘action* ( r - .1980 p < .258) or the contemplation / action 
stage ( r - .1173 p < .373 ). It can therefore be concluded that the externalising bias 
is not influenced by the number of weeks spent in a  given stage, although the 
personalising bias scores appear to decrease as weeks spent within the* action* and 
‘contemplation / action* stage increase.
The General Health Questionnaire.
The mean scoring on the GHQ for the total client sample was 4.824, with a SD of 
5.833, a median of 1 and a model of 0 ). Scores of 4 or below were obtained by 64.7 
% of the sample ( n = 11). The ‘action* category obtained a mean of 4.385 and a SD 
of 5.65, a median of 1 and a mode of 0. In this case 63.9% of the sample within this 
stage ( n = 9) scored 4 or below. As for the ‘contemplation / action* stage, the mean 
score was 2.6, with a SD of 3.471, a median of 1 and a mode once again of 0. It was 
found that 80% of this category scored 4 or 0 on the GHQ. These percentages across 
the categories indicate that the general trend within this client sample is free of 
outstanding mental health difficulties such as anxiety and depression as indicated 
in the Questionnaire sub scales.
Research has indicated the link between mental health difficulties such as 
depression and attributional style (Kinderman , 1995). This data does not indicate 
a prevalence of depression within this sample or other presenting problems that may 
impact on attributional style or process . Therefore this data may indicate that there 
is no correlation between our attribution scores and those obtained on the GHQ.
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To test the above hypothesis. Figure 10 is a  graph that represents the generated 
IPSAQ scores for the total client population against the total GHQ scores . These 
have been further broken down into the ‘action’ and ‘contemplation - action’ 
categories so as to observe any possible correlation between the scores of both 
questionnaires and stage of change ( see Figures 10, 11 & 12).
Insert Figures 10. 11. & 12 about here.
Spearman’s Rank Correlations (one tailed) demonstrated were carried out on the 
four GHQ subscales , the GHQ total scores and scores obtained on the IPSAQ. No 
significant relationship between the IPSAQ and GHQ scores in relation to the total 
sample, ‘action’ and ‘contemplation / action’ stage were found. A summary of the 
correlation matrices may be seen in Tables 13, 14 , 15.
Insert Tables 13 . 14. 15 about here.
Content Analysis of written attributions made on the IPSAQ.
During the scoring process of the IPSAQ questionnaire it was noted that a number 
of clients had made specific attributions related to alcohol when asked to visualise 
the hypothetical situations presented within the questionnaire. The following is an 
example taken from the sample to illustrate the nature of this pattern in attribution 
response.
Positive Item - Q. 29 A friend said the she (he) respects you.
What caused your friend to say that she (he) respects you ?
(Please write down one major cause)
Client Response : For being strong and recognising I have a drink problem
Negative Item - Q. 3 A friend said that he (she) has no respect for you.
What caused your friend to say that she (he) respects you ?
(Please write down one major cause)
Client Response : /  think the only reason could be for mishandling alcohol.
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To explore this data further it was initially decided to carry out a quantitative content 
analysis (Millward, 1995) on the items in the questionnaire. It was found that for 
the total sample (n = 17) , 52.9% made attributions that referenced alcohol . The 
following table in Table 16 lists the frequencies of alcohol inferences made for 
internal , personal and situational attributions. A total of 40 alcohol related 
attributions were made within the total sample. Fifty five percent ( n = 22 ) of these 
were internal attributions for negative events and 22.5 % ( n = 9 ) were internal for 
positive items on the questionnaire. In both conditions of positive and negative 
imagined events the internal attributions outweighed personal and situational 
attributions (refer to Table 16). From the table in figure 16 it appears that 70 % (n = 
28) of the total alcohol related attributions were related to negative circumstance in 
comparison to the 30 % ( n = 12) made for positive events.
Insert Table 16 about here.
Item 28, "A friend ordered you to leave and item 30 “ A friend thinks that you are 
stupid” elicited the most alcohol related related attributions. Fifteen percent (n = 6) 
of the generated attributions were for item 28 and 12.5% ( n = 5) were for item 30.
Qualitative Content Analysis.
Following this initial exploration of the alcohol referenced attributions, a qualitative 
content analysis was performed on the forty items using the guidelines set out by 
Breakwell (1995) and Millward (1995). The aim was to test whether any 
distinguishable themes could be identified within the alcohol related attributions 
made by clients within the total sample. The items were sorted several times until 
clearly definable and unambiguous categories could be identified . An independent 
second rater was appointed and asked to sort the items into the proposed categories. 
A Cohen’s kappa (K) coefficient was calculated to test inter - rater reliability for the 
generated categories. This yielded a 90 % percentage agreement and a (k) coefficient 
of 0.879 . This would therefore suggest that inter-rater reliability was high.
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Categories Generated.
The content analysis identified the following themes within the forty alcohol 
referenced attributions generated by the IPSAQ. The first category indicated that a 
number of clients had come to associate the admiration of others to their own ability 
to recognise their drinking problem, seek help and ‘give up’ their addiction. 
Admiration appears to be associated with their progress and , ‘recovery’. This 
category was generated from item 22 on the IPSAQ which asks people why a friend 
admires them. The following are a sample of inferences made by clients within this 
category.
‘ Admired me for trying to give up drink , admitting to a problem . *
‘ For recovery from my relapse and avoiding alcohol. ‘
‘ Since coming to C.A.T.CH and trying to give up drink. 4
A smaller category was generated whereby a number of clients identified obtaining 
other’s respect. Once again this was through the acknowledgement of their drinking 
problem, and the ability to stop. As one client wrote on the topic of obtaining a 
friend’s respect, it was :
‘ For being strong and recognising I have a drink problem . 4
It also appears that this client group is aware of outside interest into their drinking 
problem. Items on the IPSAQ which asked about friends inquiring about them, or 
spending time to talk to them, a number of clients made the following inferences ,
4 She was trying to gain some insight into the problem of alcoholism.*
4 Last time I was drinking a friend phoned my parents.*
Item 16 on the IPSAQ also linked up to a category within the content analysis . 
When asked why friends thought they were sensible, inferences appeared to be 
linked to not drinking, being ‘in recovery ’ or associated directly with behaviour , i.e. 
not being sensible when drunk. Attributions made within this category included:
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‘ Saying no to a glass of wine
‘ Because I can be in recovery - consistently sensible . 4
Inferences also appear to be made by this client group for what appears to be 
unacceptable behaviour when under the influence of alcohol. Rows, being ordered 
to leave by friends, partners, making inappropriate advances to friend’s partners and 
being insulted all make up internal attributions for negative events and 
consequences related to alcohol within this category. Being ‘ordered to leave’ is time 
and again linked to attributions of being, * drunk’ , ‘drinking too much’ and 
behaviour associated with drinking. For instance one client found that she was 
ordered to leave by a friend after having , ‘ Drunk too much, too friendly to her 
husband.’.
Linked to this theme is the alienation of others and the negative impact of drinking 
on relationships. Clients made alcohol related inferences that were attached to the 
suspicion of others, dishonesty, and being ignored by friends. Being ignored by a 
friend was linked with being drunk. One client wrote , ‘ I would either be drunk and 
they didn’t want to feel uncomfortable in my presence.’ . Being disliked and loosing 
respect, was also attributed to , ‘ ... being drunk .’ or ‘ ,„ mishandling my alcohol.’.
A further theme was the link clients made between their drinking and stupidity or 
foolishness. A friend thinking that they were stupid was attributed to intoxication 
and the consequences of drinking such as being made ill, it’s excess and the cost of 
the addiction. As one client wrote when asked to infer why a friend thought he was 
stupid , he stated, ‘ To loose house and family through drink.’.
Finally two further , more minor themes were picked up within the analysis. The 
first was the link drawn between alcohol and it’s related behaviour (or lack of) within 
a social context. This was associated with item 23 on the IPSAQ where clients were 
asked to infer why a friend thought they were boring. The attributions made 
included the association of being ‘boring’ when under the influence of alcohol. One 
client inferred that a , ‘ Constant drunken stupor is boring.’. In contrast to this 
another client recognised the change in themselves within the context of their social 
life . This person inferred that being seen as boring’ due to having , 1 ... stopped
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drinking and don’t have a wild social life.’
Another minor theme that emerged was the attribution of negative events to other 
people’s drinking . When asked to reflect on why a friend picked a fight, one client 
wrote, ‘ I must have upset them (perhaps he’s been drinking !) Another client 
attributed an insulting remark to the person having, ‘ too much to drink ’ .
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Discussion
The core feature of this research was to observe attribution process within an 
alcoholic population sample that had been receiving the counselling intervention 
motivational interviewing . It is important to emphasise at this stage that due to 
the nature of the sample and the data obtained , one can only infer the possible 
implications of these following findings.
By observing the percentages obtained for the personalising bias and externalising 
attribution bias. The trend indicates that this group of alcoholics are less likely to 
use internal causal attributions when explaining the occurrence of negative events 
than they would do for positive . It is difficult to distinguish this as a characteristic 
of a particular stage as there were no groups representing the additional stages of 
the Prochaska & DiClemente model such as precontemplation and maintanance. 
Nevertheless it is important to note that 76.5% of the sample were rated as being in 
the action stage by the clients’ key workers or 58 % as contemplation - action if we 
take into account the ratings produced by the Readiness to Change Questionnaire. 
Although these clients do not appear to be blaming themselves for negative events, 
they are demonstrating an internal attributional bias towards positive events. The 
expectation of the research hypothesis and the motivational interviewing model is 
that intemality will increase as clients move through the course of the therapeutic 
intervention and the stages of change presented by Prochaska & DiClemente. These 
percentages indicate such a  trend, however interpretation needs to be guarded.
Due to the missing groups representing the additional stages one cannot interpret 
these trends as being due to progression through the therapeutic intervention and 
the stages of change. Therefore a conclusion cannot be reached as to whether these 
attributions are stable traits , or have changed with the course of therapy as 
suggested by Seligman (1988). Findings by Sober - Ain & Kid (1984) also need to be 
taken into account at this point. They suggest that time receiving a therapeutic 
intervention is a salient variable within attributional change . These author’s 
reported tha t limited exposure to therapy meant limited change in overall 
attributional style. When viewing this sample within the actual stages of change 
(‘action’ and ‘contemplation / action’) clients had on average resided within a  given
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stage for 5 - 6  weeks. We cannot be certain that this is sufficient time to alter 
something as fundamental as attributional style.
While still considering the aspect of time within a stage , the intervention matched 
with that stage, and change within attributional style, one interesting finding was 
noted within the data. This was the decline in personalising attributional bias as 
clients duration within both the ‘action’ or ‘contemplation / action’ stage increased. 
Once again this may indicate th a t the longer a client spends in a stage , 
consolidating the work associated with th a t stage, the use of personal and 
situational causal attributions s tarts  to decline . This may suggest th a t 
attributional style does actually change towards a more internal bias as clients 
progress through the given stages.
As noted a  small percentage of clients within the sample were found to have both a 
personalising and externalising tendency in their attributional style. It is difficult to 
interpret the nature of this occurrence as it is uncertain whether this process 
actually exists , is some scoring feature of the questionnaire or is a  characteristic of 
chance. Should this be a bona fide attributional process one may suggest that 29 
% of the total client total sample were more selective in their use of antecedent 
information when making causal attributions and therefore draw on a greater 
repertoire of attributional inferences.
No relationship was found between the GHQ - 28 and attributional style . In fact, 
the scoring on the GHQ was low, especially when interpreting data from the 
‘contemplation - action ' stage, whereby 80 % of the group scored 4 or less. It may 
be argued that the attributional tendency found within this sample ( blaming 
themselves less for negative events) has a self preserving quality and hence the low 
GHQ scores and indications that this sample was not suffering from depression or 
anxiety. Once again it is difficult to infer why these results have occurred due to the 
lack of comparison groups . It may be that not blaming oneself for negative events as 
suggested by Fosterling (1985, 1986) and Bauman (1982) has self preserving 
qualities. As Seligman ( 1988) reported those with a more positive attributional 
style were found to be less depressed . Or , it may be argued that mental health 
starts to improve as clients move away from the precontemplation stage and have
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actively started to change their addictive behaviour . Once again more detailed 
research would have to be carried out to explore these possibilities.
One of the unexpected findings in this study was that 59% of the total clients use of 
alcohol referenced causal attributions These were predominantly internal in nature 
. with a higher occurrence of internal alcohol referenced attributions occurring for 
negative events than for positive. The question that arises from this response is 
what use a therapist can make of such attributions , and whether they should be 
challenged , enhanced or changed in the course of therapy. Alcohol referenced 
attributions for negative events such as a Mend ignoring the client, ordering them to 
leave and so forth may provide powerful enough stimuli that the client may recall 
when motivation starts to decline and the positive associations linked to returning 
to the addictive behaviour outweighs the negative outcome . In other words such 
attributions could be employed by the therapist to overcome the client’s positive 
outcome expectancy of drinking.
These characteristic internal attributions related to alcohol and negative events may 
also hint at further underlying issues that may need to be addressed in individual 
therapy. Issues such as one’s unacceptable behaviour associated with drunkenness; 
the cost of the addiction such as the alienation of the client by significant others ; 
damage to existing relationships and even the loss of one’s home and family may 
need to be explored and worked upon in therapy .
There is also the issue, as to whether these causal attributions have become an 
entrenched repertoire within the ‘recovering’ alcoholic . Take for example a client 
that has achieved abstinence for a year , and mentions in the course of therapy that 
a friend or stranger distrusts him because he is , ‘ a drunk . ’. Referring back to 
Kelly’s covariation model of attribution, it may be that this client is inaccurate in his 
use of antecedent information and thus making inaccurate inferences as to the 
cause of events . This client may start to experience a  decline in self esteem as he 
starts to attribute other’s behaviour towards him as being linked to the identity of 
being an alcoholic. Attribution therapy with such a client may draw upon Kelly’s 
model, by assisting this client to process and interpret antecedent information more 
accurately prior to making an attribution for the cause of events. The therapist may
207
also make use of the positive internal, alcohol referenced attributions in the course 
of therapy. As noted within this sample , this category of attributions was 
associated with the admiration and respect of others for acknowledging the problem 
and trying to overcome it. These findings would tie in with Weiner et al's model 
( 1971) that success leads to positive emotions such as pride . We may be witnessing 
a similar process within this sample. Such observations point to the importance of 
encouraging and praising clients for their success within therapy (no matter how big 
or small), when trying to give up an addictive behaviour. Such positive associations 
for not drinking may help boost the client's self esteem and subsequently their sense 
of self efficacy.
Another unexpected finding within this study was the extremely poor consistency 
between the key workers and the Readiness to Change Questionnaire ratings of 
clients , in accordance to stage within the Prochaska & DiClemente model. Several 
conclusions may be drawn from this finding. The first is related to the dynamics 
that exist between the key worker and the client. It may be that clients are 
misleading their key worker as to their true intentions and ambivalence for change. 
Hence the questionnaire picking up a number of clients that found themselves 
between contemplation and action. It may be that as part of an anonymous 
questionnaire clients felt more at ease disclosing thoughts related to their drinking. 
It is also know that clients may oscillated between stages, or drop out of the change 
cycle at any given point in time. The key worker is likely to be rating the client by 
their observations within the therapeutic context. However outside of the 
counselling / therapy the key worker cannot control for additional factors such as 
high risk situations that may prompt the desire for a  drink , and hence influence the 
client’s positioning within the model at that particular moment. Thus possibly 
influencing the way in which the client responds in the Questionnaire.
At this stage one cannot conclude who or what is the more accurate rater of client 
stage , one can only consider the implications of inaccurate ratings. Services within 
alcohol misuse teams rely on keyworker ratings as a means of matching the 
appropriate therapeutic intervention in accordance to the client’s stage, motivation 
and progress. Within our own sample it became apparent that the key workers were 
predominantly one stage ahead of their clients when compared to the questionnaire
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ratings. If this is the case the keyworker runs the risk of prematurely allocating a 
client into the demands of the subsequent stage , without allowing the client to 
consolidate the work associate with the previous stage. This is most clearly evident 
in the keyworker that refers their client onto a relapse prevention group when the 
client is clearly hovering between contemplation for change and taking action. A 
premature referral may place the client in a vulnerable position . This client may 
not have reached the level of commitment required for consistent change , which one 
may argue is a prerequisite of successful outcome within relapse prevention . Unable 
to identify with the other ‘highly* committed members of such a group , the client 
may be left feeling confused, ambivalent and possibly unsupported . Should relapse 
take place one run’s the risk of jeopardising the client’s sense of self efficacy for 
change , simply because the intervention was not appropriate for the client at that 
given stage.
Another factor that may have affected the consistency ratings were the actual items 
on the Readiness to Change Questionnaire. It appears that there is a certain degree 
of ambiguity concerning the precontemplation items on the questionnaires , where 
they could be equally applicable to individuals that have maintained change for a 
prolonged period of time. This was picked up by two client’s responding to the study. 
One long term abstainer wrote a detailed letter to her keyworker stating that the 
Readiness to Change Questionnaire did not apply to her due to the underlying 
assumption that one is still drinking. Another extreme in rating was a  key worker 
that rated their client as a five year maintainer , while the Readiness to Change 
Questionnaire rated the person as a precontemplator. It is understandable that a 
maintainer should respond to precontemplation items such as :
Item 1 I don't think I drink too much.
Item 10 There is no need for me to think about changing my drinking.
The fact that this questionnaire lacked a clear and distinct subscale for the 
maintanance stage was recognised at the outset of the research . This prompted the 
decision to appoint a second rater in the form of the keyworker. However it is 
important to note that the majority of mismatched clients occurred between the 
action and contemplation stages , rather than the precontemplation , maintanance
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stages. At this stage it is difficult to clearly conclude which process is at fault , 
although one may suggest that the questionnaire needs further adjustment . and 
that key workers need to take into account factors that may be impacting on their 
ability to accurately rate clients according to stage.
It is quite evident that there are limitations to this study . such as the ability to 
generalise from the results onto the greater population within this client group . 
One can neither guarantee that this is a representative sample of the clients 
encountered within an alcohol misuse service. Lee (1993) points out the risk of 
selection bias when carrying out research. It was noted by the researcher that 
despite instructions to invite all clients on the service case load to participate within 
the study, key workers were selecting ‘appropriate’ clients for the study. This was 
noted in all three services that were asked to distribute questionnaires amongst their 
alcohol dependent client group.
This point also extends to the clients that agreed to participate . It has been noted 
that the majority of clients that did participate within the study were in the 
contemplation, action and maintanance stages of change. It may be that these 
client’s were motivated to participate in an alcohol study, than precontemplators 
who may have felt th a t their drinking was not a problem. The lack of 
precontemplation representation may also reflect the nature of the client group 
within the service . One may argue that one is more likely to find a precontemplator 
within a General Practitioner’s surgery , social services or the courts prior to making 
their way to an alcohol misuse service. By the time they make contact with a 
counsellor, their attendance alone may indicate that they have moved into the 
contemplation stage, and have started to recognises that their drinking maybe a 
problem.
Such processes and factors may have also impacted on the response rate within this 
study. During the course of the study the researcher encountered a certain degree of 
organisational resistance’ when calling upon the assistance of key workers to 
distribute questionnaires amongst their client case loads. Key workers would 
frequently forget to hand out questionnaires , or would label clients as unsuitable’ 
for the study. The additional services also asked to participate within this study,
210
agreed to take only a limited amount of questionnaires. These services also fed back 
on the limited suitability of clients within their service , that could participate 
within this study.
Ideas for Future Research.
Considering the number of issues discussed within this paper . a number of research 
areas may become open for exploration. For example this study noted that 59% of 
it's sample made alcohol referenced attributions. This may suggest that alcohol 
plays a fundamental role not only in the client’s identity . but also the way in which 
they view the world. Further research may test the extent to which alcoholics make 
such causal attributions , and the implications for adjustment in the course of 
therapy and ridding themselves of their addiction. One could observe whether 
difference exists between individuals that have maintained long term change and 
those in the earlier stages of precontemplation , contemplation and action.
Designing a questionnaire that actually measures causal attributions for success 
and failure experiences , may yield clinically relevant information that can be used 
when working therapeutically with this client group . By identifying early on in 
therapy the client’s causal attributions for such experiences , may provided the 
therapist with vital information for designing or considering appropriate therapeutic 
approaches for the given clien t. It may also help identify attributions that may 
predict therapy outcome and the risk of relapse.
Finally one could also consider whether attributional style is a  predictor of relapse . 
A comparison of relapse rates could be drawn between those with an internal 
attributional style and those that have a tendency to make external inferences 
about the cause of events.
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R esu lts
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Table 1. Distribution of sample according to their position within the Stages of 
Change model (Prochaska & DiClemente, 1986). The table compares the rating of the 
client sample by key worker and the Rollnick et al ( 1992) Readiness to Change 
Questionnaire.
Stages of 
Change
Key Worker 
Rating
% "Rollnick’
Questionnaire
Rating
%
Precontemplation 0 0 1 5.9
Contemplation 0 0 2 11.8
Contemplation / 
Action
1 5.9 10 58.8
Action 13 76.5 3 17.6
Maintanance 3 17.6 0 0
Stage Unspecified - - 1 5.9
Total (N= 17)
Key : "Rollnick’ Questionnaire = The Readiness to Change Questionnaire.
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Fig.2. Matched ratings for the total client sample made by key workers and 
the Readiness to Change Questionnaire.
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Fig. 3 Comparison of IPSAQ scores obtained for the total client sample.
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Fig. 4 A comparison of IPSAQ scores in relation to duration spent in a given
stage of change for the total client sample
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Fig. 5 Comparison of IPSAQ scores in relation to duration spent in the
'contemplation /  action' stage.
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Fig. 6 Comparison of IPSAQ scores in relation to duration spent in the 'action'
stage.
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Table 7. Spearman’s rank correlations for IPSAQ scores (PB & EB) and duration 
spent in stage of change for total sample .
IPSAQ Scores Duration spent in stage (N= 17)
rho (r) p < Significant
Personalising Bias -.4347 .041 NS
Externalising Bias . 3467 .086 NS
Table 8. Spearman’s rank correlations for IPSAQ scores (PB & EB) and duration 
spent in stage of change for the contemplation / action category .
IPSAQ Scores Duration spent in stage (N = 10)
rho (r) p < Significant
Personalising Bias -.7301 . 008 Sig
Externalising Bias 1173 .373 NS
Table 9. Spearman’s rank correlations for IPSAQ scores (PB & EB) and duration 
spent in stage of change for the action category .
IPSAQ Scores Duration spent in stage (N =13)
rho (r) P< Significant
Personalising Bias -.6271 .011 NS
Externalising Bias -.1980 .258 NS
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Fig. 10 Comparison of IPSAQ scores and GHQ total scores for the total client
sample.
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Fig. 11 Comparison of IPSAQ scores and GHQ total scores for the
’contemplation /  action' stage.
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Fig. 12 Comparison of IPSAQ scores and GHQ total scores for the 'action'
stage.
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Table 13. Summary of Spearman's Rank Correlations obtained for IPSAQ and GHQ
Scores.
GHQ Subscales IPSAQ Scores
Total Sample Personalising Bias Externalising Bias
Somatic (r .4779 p < .026) 
Non significant
(r -.3615 p < .077) 
Non significant
Anxiety (r .0822 p < .377) 
Non significant
(r -.1358 p < .302) 
Non significant
Depression (r .2272 p < .190) 
Non significant
(r -.2845 p<  .134) 
Non significant
Suicidal D (r .3483 p < .085) 
Non significant
(r -.0903 p < .365) 
Non significant
GHQ Total (r .2460 p<  .171) 
Non significant
(r -.2399 p<  .177) 
Non significant
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Table 14. Summary of Spearman's Rank Correlations obtained for IPSAQ and GHQ
Scores.
GHQ Subscales IPSAQ Scores
Action Stage Personalising Bias Externalising Bias
Somatic (r .3730 p < .105) 
Non significant
(r-.4339 p < .069) 
Non significant
Anxiety (r .-0527 p<  .432) 
Non significant
(r-.2770 p < .180) 
Non significant
Depression (r .0656 p < .416) 
Non significant
(r-.2622p<  .193) 
Non significant
Suicidal D (r .3646 p < .110) 
Non significant
(r -. 1751 p<  .284) 
Non significant
GHQ Total (r .1453 p < .318) 
Non significant
(r-.3491 p<  .121) 
Non significant
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Table 15. Summary of Spearman's Rank Correlations obtained for IPSAQ and GHQ
Scores.
GHQ Subscales IPSAQ Scores
Contemplation /  
Action Stage
Personalising Bias Externalising Bias
Somatic (r .3686 p<  .112) 
Non significant
(r-. 1908 p < .249) 
Non significant
Anxiety (r-.2813p< .170) 
Non significant
(r-.1078p<  .347) 
Non significant
Depression (r-.1106 p < .358) 
Non significant
(r .0954 p<  .368) 
Non significant
Suicide D (r-.1768p< .286) 
Non significant
(r .4575 p < .057) 
Non significant
GHQ Total (r .0000 p < .500) 
Non significant
(r-.0247 p < .463) 
Non significant
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Table 16. Alcohol related attributions made by the total client sample.
Attributions/or Positive 
Items.
Frequency Percentage
Internal 9 22.5 %
External 2 5%
Situational 1 2.5 %
Attributions fo r  Negative 
Items
Internal 22 55%
External 3 7.5%
Situational 3 7.5 %
Total alcohol related attributions N = 40
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